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C is an accepted principle that the health of every citizen is a responsibility 

of the State and that medical care in its widest application is essential to 
maximum efficiency and happiness. Modern developments in the field of public 
health and medical care have brought about a demand for the prevention and 
treatment of disease and all countries are endeavouring to meet this demand. 
That all known health measures conducive to the prevention and control of 
illness should be made available to all the people is axiomatic. The solution 
of the problem of the provision of adequate public health facilities and medical 
care lies in health insurance. 

Health insurance has taken two forms: one voluntary, the other compulsory. 
Some countries have adopted the voluntary type, others the compulsory system. 
In spite of the value of its achievements, the voluntary form of health insurance 
has been found ineffective. Experience has taught that to secure complete pro- 
tection against the risk of illness it is necessary to have recourse to compulsory 
insurance. The modern State as guardian of public health considers it both a 
right and a duty to impose compulsion. 

In adopting health insurance, many countries have extended their public 
health services, as the prevention of disease, which was originally neglected in 
health insurance plans, is now a major objective. Health insurance which was 
first designed for specific groups of wage-earners has been extended to include 
larger economic occupational sections of the populace and to cover dependents. 
The scope of medical care has steadily broadened. Health insurance has been 
Presented at a conference of Dominion and Provincial Ministers and Deputy Ministers 
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adopted by forty-seven countries. The provision of health insurance by so many 
world countries is sufficient justification for Canada to give serious thought and 
consideration to the subject. 

For the past twenty years or more the subject of health insurance has been 
discussed in Canada by groups representative of the professions, labour, agri- 
culture, women’s organizations and by governments, both provincial and 
Dominion. Many groups have taken an active interest in the provision of health 
insurance but the Dominion Government could not proceed faster than provincial 
governments because of the provisions of the British North America Act. Public 
health and medical care are primarily a provincial responsibility and, in acceptance 
of this principle, the first active steps towards the adoption of health insurance 
were taken by the provinces of Alberta and British Columbia, both of which 
passed Health Insurance Acts, the former in 1935 and the latter in 1936. 

While the provincial jurisdiction in respect of public health and medical 
care is unassailable, this is not inconsistent with Dominion action to assist the 
provinces. Practically all health problems have national as well as provincial 
ramifications ; hence, the Dominion should assume responsibility for co-operating 
with the provinces and assisting them in the public interest. It is logical that 
in the national interest the Dominion should make monetary grants to the 
provinces to hasten the solution of health problems. 

On March 21, 1928, the Parliament of Canada adopted the following 


motion: 


That in the opinion of this House the Select Standing Committee on Industrial 
and International Relations be authorized to investigate and report on insurance 
against unemployment, sickness and invalidity. 


The Committee presented a report on June 1, 1928, regarding legislative 
jurisdiction, as follows: 


That the evidence of the Justice Department makes it clear that the responsibility 
for such legislation rests on the provincial authorities, it being within their jurisdiction 
under the provisions of the British North America Act; but that it would be within 
the power of Parliament to contribute by grant to such provinces as adopted such legis- 
lation following the precedents set in the matter of technical education, highway con- 
struction and, more recently, the Old Age Pensions Act. 


The Royal Commission on Dominion-Provincial Relations in a report which 
appeared in 1940 expressed the following opinion with regard to health insurance: 


Since social and economic conditions and social outlook differ so greatly from 
province to province, we consider it essential that with certain exceptions responsibility 
for providing medical and hospital services and the choice of means should be left 
to the provinces. Among possible means is that of health insurance. The desirability 
of co-ordinating all medical services within the provinces under provincial control 
is a strong argument against the establishment of any scheme which would remove 
any large group within the province from provincial responsibility, as a Dominion 
health insurance scheme would do. Any health insurance scheme should be closely 
co-ordinated with other medical services, especially with those services providing 
medical assistance for low income groups... 

It must not, of course, be assumed that the Commission is in any way recom- 
mending the adoption of health insurance by the provinces. This is clearly a matter 
of provincial policy in which the province should have full discretion. The Com- 
mission is simply concerned with pointing out that if a province should desire to 
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adopt health insurance, the financial proposals made elsewhere in this report are not 
a hindrance. 

References to Hansard will elicit the fact that numerous discussions have 
taken place in the House of Parliament deploring the high illness and death 
rates that prevail in Canada and indicating that the solution of the problem is 
to be found in health insurance. 

Having in mind the fact that the people of Canada generally are unable 
to provide themselves with adequate medical care and the public health services 
are at present inadequate to meet the needs of the people, I suggested in May, 
1941, that at the forthcoming meeting of the Dominion Council of Health in 
June of that year the subject of public health and medical care might be dis- 
cussed with the object of assisting the provinces in formulating a comprehensive 
plan of public health and medical care. At this meeting, at which were present 
the members of the Dominion Council of Health as well as representatives of 
the medical profession and voluntary health organizations, the deficiencies in 
public health and medical care were discussed with the result that the mem- 
bers expressed themselves as being sympathetic to the formulation of a plan of 
health insurance which would comprise preventive medicine and medical care. 

The factors determining the attitude of those present at the meeting were 
the deficiencies in the field of public health, high morbidity and mortality rates 
as well as the excessive incidence of physical defect. The discussions brought out 
the following facts : 

Both incidence and mortality of tuberculosis are excessive. Moreover, 
the rate of reduction of mortality from this disease is more rapid in some 
provinces than in others. This is particularly true of those provinces in which 
adequate preventive and treatment services are provided. Each year Canada 
loses approximately 6,000 persons from tuberculosis. In the year 1942 the 
number of deaths was 5,991. This number of deaths represents approximately 
30,000 active cases of tuberculosis in the country. In the year 1942, 21,997 
persons suffering from tuberculosis were treated in sanatoria at a cost of 
$8,114,552. There is no disease that may be controlled more effectively than 
tuberculosis and this would appear to be supported by the fact that from the 
time a campaign against tuberculosis was first introduced in Canada in the 
year 1900, the death rate has been reduced 75 per cent. Determining factors 
associated with the prevalence of tuberculosis are low wages in certain parts of 
the country and associated poor housing, overcrowding and malnutrition. These 
are controllable. It is the opinion of health officers that, with the adoption of 
adequate preventive measures and free treatment, the tuberculosis rate can be 
reduced rapidly. 

On various occasions the Dominion Council of Health has discussed the 
provision of grants for the control of disease and, among them, a grant for the 
control of tuberculosis. It is considered that Federal aid should be contingent 
upon basic requirements recommended by the Provincial Departments of Health, 
briefly as follows: 


1. Uniform registration of cases. 
2. Establishment of stationary and mobile clinics to be conducted by personnel trained 
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in the diagnosis of chest disease and provided with adequate X-ray and laboratory 
facilities. 

Supervision of contacts in co-operation with family physician and follow-up. 
Surveys and periodic examinations. Such surveys should apply particularly to 
those engaged in hazardous industries or groups having a higher incidence of 
tuberculosis than the average. 

Provision of sanatorium facilities for isolation and treatment of all open cases. 
Provision of 3 beds per annual death. 

Sanatoria to be provided with sufficient qualified staff with complete medical, 
nursing and dietetic services under direction of full-time physicians specially 
trained in the treatment of tuberculosis. Collapse therapy and chest surgery should 
be available in each such institution or in a central institution. 

After-care and rehabilitation comprising the supervision of the patient after dis- 
charge and the use of after-care committees or supervisory local boards of health 
to advise and assist in adequate relief work and placement. 

. A program of education in continuous operation through population groups such 
as schools, colleges, normal schools, men’s and women’s organizations and service 
clubs, radio, press, moving pictures, posters, printed matter, etc. 

A full program of tuberculosis control, including prevention and free treat- 
ment, although necessitating higher outlays would eventually effect a definite 
saving both of a monetary and social nature. 

The control of tuberculosis among the Indians is a special problem calling 
for immediate action as the death rate among Indians is as much as ten times 
that of the white population and the provinces look upon the Indian Reserves 
as wells of infection. The control of tuberculosis among Indians is of particular 
importance to Ontario and the Western Provinces where the Indian population 


is greatest. . ‘ ‘ ° 


Statistical reports indicate that the number of cases of venereal disease 
occurring each year in Canada is excessive. Venereal disease control is inade- 
quate and a complete program of prevention and treatment essential. Such a 
program would effect a reduction both in hospital and institutional cases. Wher- 
ever adequate measures have been adopted for the control of the venereal diseases, 
a definite reduction in incidence has been obtained. The amount of the Dominion 
grant for venereal diseases has never been adequate. The Dominion Council 
of Health has pressed on numerous occasions for the restoration of the venereal 
disease grant which was discontinued in 1932 and for an increase in the amount 
of the grant. 

Federal financial assistance should be contingent upon the following: 

Widespread education regarding the nature of the venereal diseases. 
Additional clinics with increased personnel. 
Adequate remuneration for the medical personnel of the clinics. 
Extension of hours in clinics to enable people to obtain treatment off duty. 
. The provision of treatment by physicians in sparsely settled areas of the country. 
Improved reporting and follow-up. 

Only when the foregoing conditions have been applied in all parts of Canada 

can it be said that an adequate program for the control of these diseases has been 


adopted. . ‘ ‘ . 


Annually during the past ten years Canada has lost approximately 15,000 
children under one year of age. Many of these deaths are due to causes which 
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are preventable or controllable. One of the chief requisites for reducing infant 
mortality is the extension of public health nursing and other health services. 
It is said that not more than twenty to thirty per cent of infants receive adequate 
medical supervision either from public or private agencies or the private prac- 
titioner. There is a marked contrast between the death rates among children 
born of poor parents and those in better circumstances. Moreover, there is a 
definite variation in the number of deaths of children in urban and rural areas, 
the death rate being greater in the latter. This is obviously due to the lack of 
doctors, nurses, hospitals and public health services in rural areas. 

The plans recommended by the Dominion Council of Health at their meet- 
ings include improvement in infant care (infant feeding), the control of com- 
municable diseases, the extension of hospital and clinic facilities, better housing, 
the abolition of crowded tenement areas, the extension of public health nursing 
and, above all, the provision of full and complete medical care including specialist 


services. * * * * 


More than 900 mothers die each year in childbirth in Canada and frequently 
when the mother dies the child dies. Experience in Canada has shown that 
where special measures have been adopted to provide adequate maternal services, 
maternal mortality has been reduced. One of the more important causes of 
maternal mortality is the inadequate provision of maternal hygiene services 
including pre-natal, intra-natal and post-natal care. We are told that less than 
twenty-five per cent of expectant mothers are given adequate pre-natal super- 
vision throughout the country. There would also appear to be a lack of co- 
operation among agencies concerned with maternal, infant and child care. 
Medical, hospital and clinical facilities are deficient in some parts of the country. 
During the period 1926 to 1940, 17,678 Canadian mothers died in childbirth or 
from conditions which developed during pregnancy—an annual average wastage 
of 1,179 lives of mothers. Much of this loss of life should have been prevented. 

A uniform plan for the reduction of maternal and infant mortality assisted 
by Dominion public health grants would undoubtedly prove beneficial. 

* * * * 

One of the important public health problems that confronts the Canadian 
people is the prevention and treatment of mental illness. More beds are now 
required for the treatment of mental illness than the total number of beds for 
the hospitalization of all other diseases and there are many mentally ill for 
whom no bed accommodation is available. The estimated shortage of beds is 
10,000. The total number of persons treated in mental institutions or elsewhere 
during the year 1942 was 59,943. Of this number 46,693 were mentally ill; 
11,559 were mental defectives without psychoses; 788 were epileptics without 
psychoses; and 903 other types without psychoses. The number of mentally 
ill has increased from 44,761 in 1939 to 46,693 in 1942. Apart from the lack 
of bed accommodation, there is an insufficiency of professional staff, trained 
personnel and facilities for occupational therapy and recreation. Psychiatrists 
inform us that the prevention of much mental illness is possible through the 
establishment of psychiatric clinics for the early detection and treatment of 
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mental conditions. The number of psychiatric clinics in Canada to-day is 
relatively small. 

The health of the community is one of the foremost concerns of government 
and it is acknowledged that health includes both physical and mental well-being. 
The problems of mental health and mental deficiency become evident during the 
earliest years. Frequently, mental illness is manifested in the school where cases 
of retarded mental development are also recognized for the first time. In industry 
success or failure may depend upon mental stability. All of these facts require 
consideration on the part of public health officials. 

A country-wide campaign to prevent mental and nervous diseases could 
be undertaken with advantage with Dominion financial assistance. Such a 
campaign should comprise a study of existing facilities and comparison with 
accepted standards. In making such a comparison two aspects of the problem 
should be kept in mind: prevention and treatment. Future planning should 
include ample provision for scientific research. For this purpose research units 
could be established at centres where clinical material and laboratory facilities 
are available. The organization of services should make provision for the care- 
ful analysis and appraisement of the results obtained by the adoption of preventive 


and curative treatment. * * ‘ * 













The number of deaths attributable to communicable diseases in 1942 was 
14,844. Many of these deaths were due to lack of medical care and other 
professional services. This is particularly true in rural areas. In fact, one of 
the greatest needs of the present day is the extension of medical, nursing and 
hospital care to rural areas. There is little doubt that the provision of full 
professional services would have the immediate effect of reducing morbidity and 
mortality of communicable diseases. 
















In discussing the subject of preventable diseases before the Special Com- 
mittee on Social Security, the Canadian Public Health Association spoke as 
follows: 

It is illogical to allow preventable diseases to continue to occur and then have to 
provide for all the costs and suffering associated with treatment. All diseases and 
conditions which result in disability or death, which may in part at least be prevented, 
should be vigorously attacked in order to reduce their incidence to a minimum. 
Medical science has enabled great advances to be made in the prevention of certain 
diseases and has provided essential information in regard to the fundamental require- 
ments for the maintenance of health. Broadly speaking, the large group for which 
prevention is possible consists of communicable diseases, diseases due to faulty nutri- 
tion, diseases arising out of occupations with definite health hazards, and illnesses 
and disabilities associated with maternity. Prevention results in the saving of many 


lives as well as reducing the extent of sickness and disability. 
* * * * 
















Preventive medicine is directed towards the extension of the expectation 
of life through the prevention of disease as well as towards the adoption of 
facilities and activities that pertain to health, both physical and mental. Social 
measures that provide security and that free society from anxiety are an impor- 
tant contribution to health. 

A great deal of thought is being given to-day to the prevention and control 
of diseases of middle life which take so large a toll of life at a time when men 
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and women are of the greatest value to themselves and their families. There 
is a progressive increase in the number of deaths from heart disease, cancer, 
diseases of the arteries, diabetes and diseases of the kidneys. This is due to an 
increase in the number of persons in the old age groups but may also be attri- 
buted in some measure to the stress, strain and anxiety associated with earning 
a living under modern conditions. Through the adoption of health insurance 
and the provision of periodic medical examinations, much can be done to prevent 
the occurrence of these diseases and to extend the expectation of life of persons 
of middle age who are suffering from them. 
* o x * 

In discussing the provision of adequate public health services, it was inti- 
mated by the Dominion Council of Health that it would not be possible to pro- 
vide such services in their entirety because of the inability to obtain trained 
personnel. The Royal Commission on Dominion-Provincial Relations when dis- 
cussing the subject of public health took cognizance of the necessity for augment- 
ing public health personnel and had this to say in regard thereto— 

The quality of administration in the field of public health is of immense impor- 
tance. Well-trained staff with training specifically in public health is essential. . . . 
There is a scarcity of qualified personnel trained for public health in Canada... . 
The need is one that is felt by municipalities generally and it extends to nursing as 
well as to medical personnel. As long as this situation exists there will be inefficiency 
in the public health services with costly results in the long run. 

To meet the needs for personnel, a financial contribution by the Dominion 
to educate doctors, nurses, engineers and others who contemplate entering the 
field of public health would be beneficial. 


* * * * 


Public health research has been carried on in Canada in a desultory manner. 


Comparatively few of the provinces have been able to do justice to this subject 
and very little has been done in this field by the Dominion. A comprehensive 
program of research respecting the problems of public health is needed. Note- 
worthy aniong the problems that require study are maternal and child mortality 
and such diseases as silicosis, Rocky Mountain spotted fever, sylvatic plague, 
tularaemia, encephalitis, poliomyelitis, trichinosis, leptospirosis and others. The 


assumption of financial responsibility for assisting the provinces in investigating 

these problems is a necessity. 

* * * * 

At no time has the Dominion taken cognizance of the many crippled children 
in its midst nor has it made a financial contribution for the prevention and treat- 
ment of crippling conditions. 

A crippled-children’s program in Canada should comprise a number of 
services which may be briefly visualized as follows: 

1. The determination of the extent of the problem through surveys conducted by 
provincial departments and organizations interested in locating crippled children 
and, in particular, those living in rural areas. In this respect the establishment 
of a recording and reporting system would be of value. 

The provision of clinics in co-operation with provincial and municipal officers, 


doctors, nurses, hospitals and parents. For this purpose the provision of free trans- 
portation and free appliances would prove of value. 
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The promotion of a campaign to provide for education of the physically handi- 
capped, including instruction in the home and in open-air camps, would help in 
the solution of the problem. 

4. Co-operation with schools, training agencies, local groups and rehabilitation 

services to provide vocational training, including funds for transportation, board 

and room, equipment and appliances while undergoing such training, would be of 
material help. 

Job placement with the assistance of employment services, rehabilitation services, 

training agencies and employers and local groups for the placement of the physically 

handicapped is of extreme importance. Provision should be made to arrange for 
sheltered workshops and for shut-ins. 


ur 


Finally, a Directory of Services for Crippied Children listing all agencies 
and organizations rendering service to the crippled, together with a description 
of such service, should be created. 

* * 


* * 





The Canadian Public Health Association when discussing the subject of 
public health before the Special Committee on Social Security advised as follows: 


Every part of the country should be served by an adequate local health depart- 
ment. Unfortunately, only parts of Canada, and those chiefly the urban sections, have 
local health services under the direction of a medical officer of health who is paid for 
full-time service. Service rendered on a part-time basis is almost always insufficient 
and fails to protect the community when epidemics threaten or other emergencies 
arise. The greater part of the rural areas make inadequate provision for public 
health services. The need for such services is not confined to the more densely 
populated communities. In fact, the present need for more adequate sanitary facilities 
is generally in inverse proportion to the density of the population—the poorest sani- 
tary conditions often being found in the smaller towns, villages and rural communities. 
Where the need, therefore, is the greatest, the ability of communities to provide 
services is frequently the least. The necessity for strong community health depart- 
ments for the control of communicable diseases, including tuberculosis and the venereal 
diseases, needs no emphasis. Similarly, the necessity for the regular supervision of 
perishable foods is obvious. 

It is recognized that certain essential preventive services are now being inade- 
quately carried out even in municipalities with well-organized local health depart- 
ments. In small communities usually no provision whatever is officially made for 
essential preventive services for the expectant mother, the infant, the pre-school child 
and the school child. It is recognized that the practising physician should render 
pre-natal supervision and continue health supervision of the infant and child. Con- 
sidering Canada as a whole, it is probable that not more than 40 per cent of expectant 
mothers are reasonably well cared for during the period of pregnancy. As previously 
stated, probably not more than twenty-five per cent of infants are receiving any 
acceptable type of medical supervision, either from public or private agencies or the 
private practitioner. Since these estimates relate to the whole of Canada, including 
large urban centres which generally are better served, the percentage of expectant 
mothers receiving pre-natal care and of infants under health supervision must, in the 
villages, towns and rural areas, be small indeed. It is recognized that this percentage 
could be substantially raised if adequate local staff, both medical and nursing, were 
available and if the family physician could more generally assume this responsibility. 

Generally, the pre-school age group is not receiving health supervision either 
through the local department of health or from the family physician. Supervision of 
school children is provided in large centres of population but is almost entirely lacking 
in communities in which the service is rendered by a part-time medical officer of 
health and the local department of health is a minimum in organization and resources. 
The Canadian Public Health Association, at the request of the Dominion Council 
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of Health, made a survey in 1938 of all communities in Canada, including large cities. 
It was found that eighty-five communities, representing approximately 50 per cent 
of the estimated population of Canada, had the services of a full-time medical officer 
of health. As would be expected, the greater part of the population served in all the 
provinces, with the exception of Quebec, Prince Edward Island and New Brunswick, 
were urban populations. The percentage of the population in rural areas in the other 
provinces that had full-time health services was insignificant, constituting six per 
cent or less. . . . It is seen at once that approximately half the population of Canada 
is not at present provided with full-time local health services, and that very large 
sections of the country are without the services which are essential in health 
supervision. 

The Canadian Medical Association in presenting its views on health to the 
Special Committee on Social Security made the following statement: 

To achieve its full destiny Canada must have healthy citizens. Our people can 
enjoy full and vigorous health only if there be provided for them adequate facilities 
for medical care (preventive and curative) of the highest standard which will be 


readily available to all irrespective of geographic location and financial status. 
* * * * 




























The estimated Canadian rate of sickness is 7.65 days per person per year 
and on this basis the total annual number of sickness days is 88,020,900. 
Assuming that each day’s illness costs $3.00, the total cost of illness is 
$264,062,700. To the cost of illness should be added the amount that is lost 
in wages and other income and, on the basis of the Census of 1931, this was 
estimated at $84,873,000. Because of increased working population and higher 
wages the loss is greater to-day. 

The cost of hospitalization for illness in Canada is great. In 1942 the total 
expenditure for hospitalization was $75,769,010 distributed as follows: acute 
diseases hospitals $47,610,186; incurable $1,579,478; tuberculosis sanatoria 
$8,114,552 ; mental $18,464,794. 

At the end of 1942, there were in operation in Canada 1,009 hospitals, of 
which 595 were for acute diseases, 21 for incurables, 78 for tuberculosis 
patients exclusive of 30 tuberculosis units in acute diseases hospitals, 59 mental 
hospitals and 286 operated as special and private. 

The bed capacity of the 1,009 hospitals was 116,042, of which total 54,888 
were in general public hospitals, 3,672 in incurable hospitals, 9,990 in sanatoria, 
41,762 in mental hospitals, and 4,476 in private hospitals. In addition to the 
9,990 beds in tuberculosis sanatoria, there were 1,255 beds in the 30 tuberculosis 
units attached to acute diseases hospitals. 

The total number of admissions to hospitals during 1942 was 1,149,749, 
which means that ten out of every one hundred of the general population were 
admitted for hospital care during the year. Of the total admissions, 1,079,007 
or 82.5 per cent entered public hospitals. The total under care was 1,245,831, 


of which 1,111,189 were under care in public hospitals. 
* * * + 














Realizing the need for public health services as well as the fact that the 
cost of illness has become an increasing burden upon the people and has fre- 
quently prevented them from taking advantage of early diagnosis and treatment, 
I considered it advisable to recommend the creation of an Advisory Committee 
on Health Insurance to study and report all factors relating to preventive medi- 
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cine and medical care in Canada. The Committee was appointed by Order in 
Council P.C. 836, dated February 5, 1942. Asa result of its studies and delibera- 
tions, the Committee prepared a comprehensive report summarizing all informa- 
tion available regarding public health, illness, medical, nursing, hospital and 
other related services in Canada. The Report of the Advisory Committee on 
Health Insurance, which contains a draft Health Insurance Bill, was presented 
to a Special Committee on Social Security of Parliament on the 16th of March, 
1943. 

In the course of drafting the Health Insurance Bill national organizations 
interested in the subject of health insurance were asked to form health insurance 
committees for the purpose of expressing their views to the- Advisory Committee. 
The following organizations formed committees : 

Canadian Medical Association, Canadian Nurses Association, Canadian Hospital 

Council, Canadian Dental Association, Canadian Pharmaceutical Association, Cana- 
dian Public Health Association, Catholic Hospital Council of Canada, Health Com- 
mittee of the Canadian Life Insurance Officers Association, Trades and Labour 
Congress of Canada, Canadian Federation of Agriculture, Canadian Manufacturers 
Association, Catholic Women’s League, National Council of Women, Federated 
Women’s Institutes of Canada, La Fédération des Femmes canadiennes frangaises, 
Canadian Welfare Council and Association of Social Workers. 
All but two of them made representation and strongly urged that a plan of health 
insurance be adopted for Canada. The majority, although favouring the estab- 
lishment of a national plan of health insurance, realizing that the British North 
America Act acted as a barrier and also that topographical, sociological and 
economic differences in the provinces made such a project impracticable, approved 
of the adoption of a provincial plan of health insurance supported by Dominion 
grants. All were in agreement that the plan should be of such a nature as to 
integrate public health and medical care with the object of reducing morbidity 
and mortality and creating positive health. 

The draft Bill being presented to you to-day, called “The National Health 
Bill”, comprises both public health and medical care. It is based on the com- 
pulsory and contributory principle and is planned to include all persons resident 
in Canada by agreement with the provinces. In this respect it is considered 
essential in the public interest that everyone in Canada should be provided with 
health insurance. 

For the establishment of a Health Insurance Plan, it is necessary to create 
a Health Insurance Fund and, after careful consideration, it has been recom- 
mended by the Committee on Finance to the Advisory Committee on Health 
Insurance that such a Fund be established in the following manner: 


1. That every person over 16 years of age resident in the Province shall contribute 
to the Health Insurance Fund as follows,— 

(a) An annual flat contribution of $12; that persons with dependents, other than 
those under 16 years of age, be made responsible for the dependents’ con- 
tribution and that regulations be prescribed to permit the abatement of part 
or all of this contribution for those who demonstrate their inability to pay; 
that it shall be the duty of the Province to collect such contributions and 
where any such abatements are made the Province shall be required to make 
up the deficiency: provided that where any Province, after two or more years’ 

operation of Health Insurance, can demonstrate its ability to provide health 
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services of the required standard at a cost per insured person less than the 

Dominion average, such Province may reduce the flat annual contribution 

proportionately, but the $12 amount shall be used for the purpose of cal- 

culating the Dominion grant. 
(6) An amount based on the income of the person on the following bases, 
(i) for a single person, 3 per cent of his income over $660 per year provided 
that such contribution in no case shall exceed $30. 
(ii) For a married person, 5 per cent of his income over $1,200 per year 
provided that such contribution in no case shall exceed $50. 

This contribution would be collected by the Dominion along with income tax. It 
would be based upon income as defined and assessed for Dominion Income Tax 
purposes. It would be collected in the same way and at the same time as Income 
Tax, but would be separately labelled and calculated in the Income Tax return. 
The contribution would be defined and levied in the Dominion Act and apply to 
residents of those provinces taking advantage of the Health Insurance Grant. 
That the Dominion shall contribute to the cost of Health Insurance in each province 
each year an amount equal to:— 

The number of persons of all ages in the province entitled to receive benefits, 
multiplied by the estimated average per caput annual cost of benefits for all 
provinces ; 

Less the number of persons 16 years of age or over entitled to receive benefits, 
multiplied by $12. 

And also less the amount collected by the Dominion from residents of the 
province in the form of Health Insurance contributions based on income for that 
year. 

In effect, therefore, it is proposed that the Dominion shall provide to the 
Health Insurance Fund of each province the estimated total cost of benefits (on 
the average for all provinces) for children under 16 years of age and the excess of 
that estimated average cost of benefits over $12 per caput for those 16 years of 
age and over, in so far as these amounts cannot be provided by the Health Insur- 
ance contributions based on incomes of residents of the province. This basis for 
the Dominion grant provides an automatic and appropriate formula for determining 
fiscal need, and the use of average costs of benefits in all provinces leaves each 
province with practically a full incentive to keep down its own costs. 

That the province shall pay the cost of administration ‘of the Act and any excess 
of operational costs over the Dominion average on which the Dominion’s con- 
tribution is based. 


The Special Committee on Social Security has the recommendation under 
consideration. 


The following view has been expressed by the International Labour Office 
regarding the financing of medical care: 


Under any medical care service of wide scope, whether it takes the form of a 
public service or social insurance, a substantial proportion of the cost will be borne 
by taxpayers. . . . The insured person’s actual payment must be related to his income. 
The residual cost, not covered by revenue from insured persons’ contributions, will 
consequently be considerable. It is recommended that funds raised by general taxation 
be used not only for providing care to contributors and their dependents by supple- 
menting income from their contributions but also to pay insurance contributions for 
persons who would not otherwise be insurable. . . . It is highly undesirable to finance 
a service out of miscellaneous public funds derived from such sources as rates, duties, 
etc., as the final incidence of such taxes cannot be ascertained and no assurance is 
given that the cost will be shared according to ability. 


If health insurance is adopted in a province, all adults will register and a 
list of physicians be provided from which each qualified person may select a 
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physician. The list will be provided after consultation between the Provincial 
Health Insurance Authority and the authorized medical committee appointed 
for the purpose of co-operating with the Health Insurance Authority. If the 
qualified person wishes, he may select a clinic instead of a private practitioner. 
If doctors practise on a fee basis, it would not be necessary for insured persons 
to select a physician at time of registration. 

The method of payment of physicians, nurses, dentists, hospitals and other 
persons providing benefits is left to the decision of the Provincial Health Insur- 
ance Authority after consultation with committees representative of each of those 
groups. It is the intention that the services of the physician shall be utilized for 
prevention as well as treatment ; thus he will have a responsibility for the provision 
of medical care and the application of public health measures designed to reduce 
morbidity and mortality. 

The benefits comprise prevention of disease and the application of all neces- 
sary diagnostic and curative procedures and treatments, including medical, 
surgical, obstetrical, dental, pharmaceutical, hospital and nursing benefits and 
such other ancillary services as may be deemed necessary. 

Medical benefits include the services of a general practitioner, consultant, 
specialist, surgeon, obstetrician, hospital and nurse, and other necessary services. 
Nursing in the home is confined to the visiting nurse except where the circum- 
stances are such that beside nursing is essential. 

At the outset dental benefit must of necessity be restricted as the number 
of dentists in Canada is insufficient to provide full and complete dental care for 
all. It is proposed that a committee of the Provincial Dental Association shall 
make an arrangement with the Provincial Health Insurance Authority to pro- 
vide every child up to sixteen years of age with a semi-annual dental examination 
and such reparative dentistry as is needed. Dental care may be provided others 
to the extent that the funds and the number of available dentists will permit. 

The Canadian Dental Association in its report to the Special Committee on 
Social Security made the following representation : 

We do not think that any plan will do away with dental disease in its entirety. 
We firmly believe, however, that the arrangement suggested will reduce the amount 
of such disease as far as is humanly possible. 

During the childhood period is the most feasible and economical time in the life 
of the individual when control of dental disease can be put into effect. The ravages 
of dental caries among the children of the nation is a well-known condition among 
all public health officials, often spoken of as a national disgrace. It is pointed out 
that surveys, where no school dental services have been in effect, now show a condition 
of 95 to 98 per cent of the children possessing carious teeth. In those municipalities 
where such service has been instituted, the incidence of dental caries is reduced a 
considerable amount, varying from 40 to 50 per cent in many instances. A factor 
which hitherto has militated against the reduction of dental disease has been the lack 
of financial resources in many cases. The provision of this financial support would 
produce a better situation, the result of which should be the establishment of a future 
Canadian population possessing abundantly more dentally fit oral conditions. 

Pharmaceutical benefits would be provided by the Provincial Health Insur- 
ance Authority by regulation formulated in co-operation with a committee of 
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the Provincial Pharmaceutical Association. Special provision might be made 
respecting drugs and pharmaceutical preparations known as specialties. 

Hospital benefit would include general ward services unless the insured 
person wished to obtain semi-private or private room by paying the difference 
in cost. In special cases accommodation other than general ward may be pro- 
vided without additional cost. The terms of agreement for hospitalization would 
be arranged by the Provincial Health Insurance Authority in co-operation with 
a committee of the Provincial Hospital Groups. 

Nursing benefit would be provided by the Provincial Health Insurance 
Commission in co-operation with a committee of the Provincial Nursing Groups. 

Provision is made for administration through a Health Insurance Com- 
mission in each of the provinces. In considering the question of administration, 
it was the opinion of the provincial deputy ministers or chief medical officers of 
health of the provinces and the Advisory Committee on Health Insurance that 
administration should be by the Government for the people through Provincial 
Departments of Health. Nevertheless, the Canadian Medical Association and 
all other professional and lay groups favoured a Commission. In view of this 
preponderance of opinion, provision has been made in the draft Health Insurance 
Bill for a Commission comprising a Chairman who shall be a doctor of medicine, 
the Deputy Minister of Health of the province (ex-officio), and such other num- 
ber of persons as may be determined from time to time by the Lieutenant- 
Governor in Council after consultation with representatives of professional 
groups, labour, agriculture, industry, women’s organizations, etc. Notwith- 
standing, provision has been made in the draft Bill for administration through 
the Provincial Department of Health should a province decide to administer in 
such manner. 

Benefits may be provided only after the Health Insurance Authority has 
consulted with professional groups providing benefits but, should these groups 
not co-operate, the Health Insurance Authority is empowered to appoint com- 
mittees for the purpose. It will be the duty of the Provincial Health Insurance 
Authority to study the resources of the province and facilities available for 
providing benefits and to divide the province into health insurance administrative 
and public health areas. 

The supervision of the provision of benefits is to be placed under Regional 
Officers. 

The Provincial Health Insurance Authority may be authorized by regulation 
to establish such committees, councils or other bodies or instrumentalities as may 
be deemed advisable for consultative, advisory and executive purposes as well 
as for obtaining effective co-operation in the administration of the Health Insur- 
ance Bill. The constitution, duties and powers of such committees, councils, etc., 
shall be prescribed by regulation. 

Inasmuch as Dominion administration is confined to the supervision of 
Dominion grants, it is not considered necessary to create a Dominion Health 
Insurance Commission as administration may be carried out by a Health Insur- 
ance Branch in the Department of Pensions and National Health under a 
Director of Health Insurance. 
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One of the chief disadvantages of administration of health insurance pro- 
vincially is decentralization. To overcome this handicap, provision is made in 
‘the Bill for the creation of a National Council on Health Insurance, comprising 
the Director of Health Insurance as Chairman and, with the consent of the 
provinces, the chief administrative officer of health insurance of each province 
which has established a Health Insurance Act, and such other persons repre- 
sentative of qualified persons, public health officers, medical practitioners, dental 
practitioners, pharmacists, hospitals, nurses, industrial workers, employers, agri- 
culturalists, rural and urban women, and such other persons as the Governor in 
Council may determine. None of these will be entitled to remuneration but will 
be paid travelling expenses and maintenance. 

The Dominion grants recommended by the Advisory Committee in the 
draft Health Insurance Bill are as follows: 

Health Insurance Grant.—To assist the provinces in providing health insur- 
ance benefits. 

Tuberculosis Grant.—This grant is designed to help provide free treatment 
for all persons suffering from tuberculosis. The reduction of mortality in 
provinces which provide free treatment indicates that free treatment is essential 
to the elimination of tuberculosis. 

Mental Disease Grant.—To assist in providing free treatment for those 
suffering from mental illness. 

General Public Health Grant.—The object of this grant is to assist the 
provinces in establishing and maintaining public health services commensurate 
with the needs of their people. It is proposed that the Dominion should make a 
per caput public health grant to the people of Canada. 

Venereal Disease Grant.—To aid in providing preventive services and free 
treatment for persons suffering from venereal diseases. 

Grant for Professional Training—As the name implies, this grant is to 
afford financial assistance to doctors, engineers, nurses and others who wish to 
take university courses leading to degrees in public health. 

The Canadian Public Health Association has this to say regarding pro- 
fessional training : 

Of fundamental importance is the providing of trained personnel to serve in public 
health departments. It is recognized that the medical officer of health is a specialist 
in the public health aspects of medicine and requires post-graduate training and 
experience in order to direct public health programs effectively. Similarly, it is 


necessary for nurses and other personnel to receive post-graduate or other special 
training in public health. 

Experience in obtaining physicians with post-graduate training in public health 
has shown that it is necessary to give financial assistance in the form of fellowships. 
Post-graduate courses occupy from eight months to a year. In order that physicians 
may receive such special training, assistance has been found necessary, as the under- 
graduate course in medicine, with internship in hospital, occupies at least six years 
and there is little opportunity during the course to accumulate resources for post- 
graduate training. It must be remembered also that physicians engaged in public 
health work receive less*in the way of remuneration than do their colleagues in prac- 
tice, particularly those of the latter who are specialists. Because they are entering 
public services and receiving small salaries, it is reasonable that the state should 
assist with their post-graduate training in public health. Similar provision is desir- 
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able to make it possible for graduate nurses and sanitary engineers to obtain post- 
graduate training, and assistance is also required if properly qualified sanitary 
inspectors are to be available. 


Provision should be made by the federal government to assure properly qualified 
public health personnel if the investment in local health services is to yield adequate 
returns. 

Public Health Research Grant.—To enable the provinces to carry out special 
studies in the field of public health, funds are needed. It has been found impos- 
sible to carry out studies in public health and to provide skilled personnel during 
epidemics because of lack of funds. 

Crippled Children Grant.—To prevent and control crippling conditions in 
children. 

It will appear from this brief summary that, in addition to the reduction 
of morbidity and mortality of disease by treatment, the object is the integration 
of public health and medical care for the purpose of raising and maintaining the 
standard of health of the people of Canada. 

* * * * 

At the 3lst Congress of the Canadian Public Health Association held in 
Toronto, in June, 1942, the following resolution was passed: 

Whereas there is urgent need in Canada for the more adequate provision of 
general medical, dental and nursing services, 


And experience in Great Britain and other countries has demonstrated the value 
of a system of compulsory contributory health insurance, 


And this association believes that in any health insurance program, adequate 
provision for preventive service is essential, 

Be it resolved that this association endorses the principle of national health 
insurance and urges that the provision of preventive services should form an essential 
part of this program. 


The purpose of this resolution is to show: 

That preventive medical services are essential to the success of health 
insurance. 

That all parts of Canada should have adequate health services. 

That the practising physician must render services from the dual standpoint 
of prevention and treatment; and that, in order to discharge his duties in that 
respect, he must receive the assistance of an adequate local health service. 

That local health services count on provincial health departments for guid- 
ance and financial assistance. 

That grants of the Federal Government present an opportunity to deal with 
the urgent problems of public health, especially the control of tuberculosis, the 
treatment of mental diseases, the control of venereal diseases and the develop- 
ment of adequate local health services throughout the whole Dominion. 

That it is essential that health insurance and public health should form part 
of provincial and local administration. 

That the utilization of part of the funds of national health insurance for 
the advancement of medical research work in universities or in hospitals is of 
great importance to the future of health insurance. 

That the granting of a sum of money for the training of a qualified public 
health staff is of paramount importance. 
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The health insurance plan recommended by the Canadian Public Health 
Association includes the following provisions: 

Health insurance benefits for every Canadian citizen without distinction of 
financial standing. 

Provisions for local health offices in every locality under full-time medical 
officers. 

Continual health supervision of every family as a unit with treatment when 
required, by a doctor of their own choice; with adequate facilities for diagnosis 
and services of specialists to assist family physicians. For the first time in any 
health insurance plan the family physician would be able to give advice and 
point out preventive measures, as he would be paid for this exactly as he is paid 
for treatment. 

Administration of health insurance federally through a Health Insurance 
Division in the Department of National Health, under the jurisdiction of a 
minister. This would permit the development of health insurance and public 
health under a co-ordinated and efficient system. 

Administration of health insurance provincially through a health insurance 
commission, or rather, through a well-organized health insurance division in 
the Provincial Department of Health. This would establish closer relations in 
the development of a larger health program and would insure the efficiency of 
the health insurance plan. 

Administration of health insurance and public health locally through the 
appropriate subdivision of each province into districts or areas organized as 
full time health units to manage the necessary health services and the local health 
insurance plan in the locality. In this way the services would give the maximum 
of efficiency with a minimum of expense. 

In order to put this plan into effect certain amounts should be allocated 
to help the provincial governments in their plans of control of such national 
problems as tuberculosis, venereal and mental diseases and to allow the creation 


of full-time health units operating throughout each province. 
* * * * 


The Canadian Medical Association when discussing the question of public 
health before the Special Committee on Social Security said: 


Much of the value of a fully adequate scheme lies in its preventive services. The 
entire population benefits from the functioning of these services and should contribute 
to them. Conversely, if preventive measures are not applicable to any groups in a 
community, not only do these groups suffer, but they may constitute a health menace 
to others. * * * * 


Originally, under health insurance plans, medical benefit consisted of little 
more than a simple examination by a general practitioner and the provision of 
a remedy. Medical benefit has been confined to general practitioner service 
only, in Great Britain but in no other country. Prior to the present war, medical 
benefit began to be extended to include not only the services of the general 
practitioner and the necessary prescription but the less expensive appliances, 
treatment by specialists, physical treatment and hospitalization. The simpler 
forms of dental treatment are also frequently provided. Each year has seen 
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the extension of benefits. In some countries they include convalescent care, 
prolonged periods of treatment, artificial limbs, dentures, etc. In European 
countries during the interval between the last and the present war, the medical 
benefits were extended to wives and dependent children. From being of an 
optional or supplementary nature, benefits finally became statutory and all- 
inclusive. 

Obstetrical benefit originally provided intra-natal care only, but has been 
extended to ante-natal and post-natal care including the care of the new-born 
infant. 

The principal object of compulsory health insurance is the improvement 
of the standard of health of the people and, to attain this end, the doctor should 
engage in the prevention of disease and in the preservation of health as well as 
in the treatment of disease. 

The value of periodic medical examination has been known for many years 
but cost has usually retarded its adoption. Chile was the first country to under- 
take to examine its entire population. Examinations of factory workers in that 
country had shown that tuberculosis, heart affections and venereal diseases were 
present to a substantial extent among workers. This discovery led to the enact- 
ment of the Preventive Medicine Act of 1938, whose object was the provision 
of medical examinations for the whole population of Chile as well as treatment 
and maintenance of persons suffering from serious communicable diseases. 
Simple and rapid methods of diagnosis were adopted, approximately 250,000 
persons being examined each year. About twenty per cent of those examined 
have been found to be suffering from remediable diseases. 

Whereas in several countries the treatment of any single illness was 
formerly limited to a number of days or weeks, a maximum period of treatment 
is provided now in order that treatment of protracted diseases may not be inter- 
rupted. It has been thought that, in Canada, no limit should be placed upon 
medical and other benefits, possibly with the exception of dentistry, and the 
latter only because of limited financial resources and the difficulty of providing 
a sufficient number of dentists, at least at the outset. 

The Canadian Medical Association recommends complete benefits, as 
follows : 


The fundamental service should be general practitioner service. When medical 
services are needed, such should be available without cost to the patient at that time. 
The individual should have the right to choose his medical adviser—and vice versa. 

The science of medicine has progressed so rapidly that many conditions call for 
investigation and treatment by adequately trained and recognized specialists and 
consultants. This service is invaluable and must be freely available. 

There should be available for all the people whatever diagnostic aid would be of 
value. This should include laboratory, radiological and other scientifically recognized 
diagnostic procedures and should also include consultant services. If necessary, 
diagnostic facilities should be set up to serve designated areas. In some cases the 
pooling or centralization of some of these diagnostic services could reduce overhead 
and consequent cost. All necessary diagnostic aids which have proved to be of scien- 
tific value should be available for all the people. 

Hospitalization accommodation should be available to all who need it and for 
such time as they need it. 

A visiting nurse service should be available in the home on the order of the 
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medical adviser. Full-time nursing service should be made available upon the 
authorization of the regional medical adviser. 

Drugs and pharmaceutical preparations, as authorized in an official formulary 
which could be prepared, should be available upon the order of the medical adviser. 
Appliances, such as spectacles, crutches, artificial legs, etc., should be available within 
reason when authorized. 

Dental prophylaxis and care with a stipulated limit should be available to all. 

There is need for the development of a program for the rehabilitation of those 
only partially incapacitated by physical and mental illness. Such a program would be 
both humanitarian and economically sound. 

There is need, too, in every province in Canada for more homes for the care of 
the aged and the infirm. This applies to those who are chronically ill. 


The extension of medical benefits has increased the cost of health insurance. 
During the last thirty years the contribution rate in Europe has been raised 


from 2% to 5 per cent of wages. The cost depends to some extent upon the 
method of payment for professional services. 
* * * * 





The tendency during the past quarter century is to confine health insurance 
to preventive services and medical care and to dissociate such services and 
benefits from cash benefit as it is considered that, although cash benefit is desir- 
able, it should be administered separately and apart from other benefits, thus 
freeing the insurance physician of the responsibility of certification. The pro- 
vision of cash benefit independently of health insurance tends towards better 
control of malingering. It is said that where cash benefit is integrated with 
medical benefits such benefits are increased as much as ten per cent. 

In respect of cash benefit, the Canadian Medical Association expresses the 
following opinion: 


















Cash benefit, obviously, is a matter of great importance to the insured. It is 
entirely true “that a person sick needs financial assistance more than a person well.” 
This is realized, yet from the viewpoint of conscientious medical service cash benefit 
incorporated in health insurance has introduced serious complications. 

In every country where cash compensation for loss of time has been a part of 
a sickness insurance plan, there has been great dissatisfaction over the complications 
of operation which have developed and the drain on the common fund because of its 
inclusion. Because of experience gained in other countries operating a health insur- 
ance plan, we strongly recommend that such assistance be provided through some 
plan to be devised entirely apart from the health insurance plan. 

Invalidity benefit is a link between cash benefit and old age pension as it 
includes a variety of states such as permanent disability due to injury or pro- 
longed sickness, infirmities, pre-senility and old age. Invalidity is defined 
as total incapacity for any kind of work. This definition is generally accepted. 
It is thought that invalidity benefit should be provided independently of medical 
benefits. 


The principle that cash benefit and invalidity benefit should be administered 
independently and that health insurance should be confined to the provision of 
preventive public health services and medical care is one that is accepted and 
endorsed and, in fact, insisted upon by the medical profession ; hence the exclusion 


of these benefits from the present draft Bill. 
* * * * 














Health insurance was originally confined to employees and in early health 
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insurance plans the contributors were the employee and the employer. Later, 
the contributors became tripartite, including employee, employer and the State. 
In national health insurance plans, as in the present draft Bill, the tendency 
is to finance the plan by contributions from all citizens and the State. This is 
the case in New Zealand, Norway and Sweden. It is considered by those well 
informed in the field of economics that contributions by the employer impose 
a burden upon industry by increasing the cost of production of goods, thereby 
making competition more difficult. Contribution by the employer lends itself 
to low wages and an associated low standard of working conditions, poor health, 
and dissatisfaction on the part of the employee. Contributions by the State 
are a necessity, otherwise health insurance fails for lack of financial support. 

It has been suggested that a completely free or non-contributory system 
be adopted, but it is considered that such a system lends itself to the creation 
of a dependent mentality and encourages extravagance and maladministration. 
Moreover, it is more consistent with the dignity and independence of man that 
he should purchase the necessities of life with his own money. Under a con- 
tributory system of health insurance, benefit becomes a right and not a charity. 
Besides, the beneficiaries who are contributors feel a sense of responsibility in 
regard to the cost of services and administrative procedures. 

* ee * * 

The increasing demand for medical care by the Canadian people for them- 
selves and their dependents and their inability to provide such care without 
financial assistance has indicated that, in proposing a plan of health insurance 


for the consideration of the provinces, the will of the people has been properly 


interpreted. * * * 


One of the more important questions associated with health insurance is 
the cost. This has been estimated at about $250,000,000 but it should not be 
forgotten that many factors of unknown quantity and of the utmost importance 
enter into the estimation of the probable cost of any proposed compulsory health 
insurance plan. These include the amount of medical care and, in this respect, 
it should be noted that the amount of medical care usually received is not a 
sufficient or complete basis for estimating the cost of medical care to be provided 
under health insurance. In determining the cost, some of the factors to be con- 
sidered are the following: 

Density, sex and age distribution of the population. 

Occupation. 

Economic conditions. 

Educational level including habits and customs. 

Type, frequency and severity of illness, injury, defects, chronicity. 
Extent of public health services and welfare activities. 


Financial resources of the area including number of hospitals, sanatoria and other 
institutions devoted to the care of the sick. 


Financial resources of the people in the various income groups, 
9. Transportation facilities. 


Topographical, economic and sociological factors. 


NA u+ wi 


The factor of demand must be given consideration. 


Need is not always 
identical with demand for medical care. 


The demand may increase materially 
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because people are eager to avail themselves of services hitherto not accessible. 
Variations in demand, just like variations in need, may produce a considerable 
divergence in cost. Increased demand may be due to abuse but this term is 
capable of wide interpretation. In any scheme of health insurance the demand 
may increase at least during the first years of operation when many patients 
may seek advice, examination or treatment previously deferred. The all- 
inclusiveness of the program is a factor in increasing expenditures. The methods 
adopted for distributing medical services and organization ability may also be 
factors in increasing or decreasing cost. Exhaustive studies have indicated 
that the provision of a comprehensive system of health insurance nationally 
requires a contribution equal to 414 per cent of income of the population covered. 
This confirms Canadian estimates. It is found that, in general, the average 
amount expended for medical care is surprisingly constant whatever the income 
or type of community. 

As a rule, costs are not more but are generally less than the private expendi- 
tures for medical care. This is believed to be true whether or not the costs are 
based on total expenditures or percentages of income. In every country in 
which insurance is in effect, health insurance has remained solvent in spite of 
fluctuations in employment, income and living costs. The reason for the financial 
strength of health insurance is due to the fact that contributions and expenses 
are usually adjustable from one fiscal year to another. In fact, health insurance 
has been notably one form of social insurance that has been financially sound 
even during periods of great social stress. Possibly the fact that in almost all 
national systems of health insurance the central administration has provided 
financial assistance and has left the operation in the hands of local authorities 
is a factor in the solvency of this form of insurance. 

Provision has not been made in this draft Bill to indicate the method by 
which doctors, dentists, nurses and other persons providing benefits shall be 
paid. This is a matter for consideration of the provinces as it is within provincial 
jurisdiction. No doubt the method of remuneration for services will vary in 
each of the provinces—dependent upon circumstances. Evidence indicates that 
both the insurance authorities and those providing services would be well advised 
in following the British practice of leaving to the professions the choice of the 
method of remuneration. 

The method of remuneration of physicians and others may vary as between 
rural and urban areas, the former lending itself to payment on a salary basis 
and the latter on a fee or capitation basis. 

As a corollary to the method of payment, the medical and other professions 
will play so large a role in health insurance they should be accorded adminis- 
trative responsibilities commensurate with their services. Moreover, inasmuch 
as health insurance that is not planned with the object of reducing the incidence 
of disease and mortality rates fails of its purpose, the professional groups should 
play a large part in administration. For this reason it is desirable that the 
Provincial Commissions should comprise representatives of the professional as 
well as lay groups under the leadership of a physician. It should be the duty 
of the National Council on Health Insurance to study continuously the problem 
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of health insurance and make recommendations in respect thereof. 
* * * * 

The health of a nation is of vital importance and a national responsibility. 
It is, therefore, the duty of a National Government to assist in providing public 
health and medical services for the people. That the provision of such services 
is necessary is indicated by the Census of 1941 which shows that 62 per cent 
of wage-earners receive as wages less than $950 a year. Such persons are 
unable to provide themselves with full and complete preventive and treatment 
services. Under the Health Insurance Plan which has been outlined, persons 
who were never able to provide themselves with adequate medical and public 
health services will be able to do so. 

* * * * 

The following principles have been closely followed in formulating the draft 
Health Insurance Bill: 

1. The plan must safeguard the quality of medical service and preserve the 
essential personal relation between patient and physician. 

2. It must provide for the future development of preventive and therapeutic 
services in such kinds and amounts as will meet the needs of substantially all the people 
and not merely their present effective demands. 

3. It must provide services on financial terms which the people can and will meet, 
without undue hardship, either through individual or through collective resources. 

4. There should be a full application of existing knowledge to the prevention of 
disease, so that all medical practice will be permeated with the concept of prevention. 
The program must include, therefore, not only medical care of the individual and 
the family but also a well-organized and adequately supported public health program. 

5. The basic plan should include provisions for assisting and guiding patients 
in the selection of competent practitioners and suitable facilities for medical care. 


6. Adequate and assured payment must be provided to individuals and agencies 
which furnish the care. 


SUMMARY 


The objects of the draft Health Insurance Bill are briefly: 
1. The reduction of morbidity and mortality and the creation of positive 
health. 

. The provision of medical care for all. 

. The protection of families against the hazard of illness. 

. The eradication of tuberculosis and venereal diseases; the reduction of 
mental illness, heart disease, arterial disease, nephritis, diabetes, cancer, 
and diseases of middle life. 

. A vigorous and effective attack on the causes of sickness and death. 

. The protection of motherhood and childhood. 

. The extension of public health services throughout the country. 


. The expansion of hospitals, sanatoria, laboratories, health units and 
health centres. 


. The integration of public health and medical care. 

. The provision of the services of the general practitioner, the consultant, 
the specialist, the surgeon, the nurse, the hospital, the dentist, and 
ancillary services to everyone. 

The principle of health insurance has been approved by lay and professional 
groups and is worthy of the utmost consideration by provinces and Dominion. 








A Survey of the Incidence of Venereal Diseases 
in Toronto in 1943 


GORDON BATES, M.B. 
General Director, Health League of Canada 
Toronto 


= co-operation with the Academy of Medicine, the Health League of 

Canada (formerly the Canadian Social Hygiene Council) conducted surveys 
of the incidence of venereal disease in the City of Tororito in 1929, 1931, and 
1937, with the objective of discovering the number of cases under treatment on 
a given day. A fourth survey was made in the spring of 1943. The members of 
the committee in charge of the survey were: Dr. E. J. Trow, chairman; Dr. 
Gordon Bates, Dr. W. S. Campbell, Dr. D. T. Fraser, Dr. C. H. Hair, Dr. G. P. 
Jackson, Dr. Robin Pearse; and Miss Mabel Ferris, secretary. 

A confidential questionnaire (figure I) similar to that used in the previous 
surveys was sent to all physicians, clinics and institutions in the city. Questions 
3 and 4 were not asked in the previous surveys: Can you estimate the number 
of persons under the influence of alcohol at the time of infection? and Can you 
estimate the number of persons whom you have treated during the last year from 
whom you have ascertained the source of infection? 

A circular letter was sent on February 15th to 955 physicians known to be 
practising in Toronto, requesting that the questionnaire be completed and returned 
at once in the stamped, addressed envelope provided. Four hundred replies were 
received. At the end of ten days a second letter was sent to those who had not 
complied with the request, with the result that an additional three hundred 
questionnaires were returned. An attempt was made by telephone to secure 
reports from the remaining physicians. Altogether, 927 replies were received, 
representing 97 per cent of those approached. Only one physician refused to 
report. One hundred and seventeen of the 927 physicians replying were in the 
armed forces, ill, or retired. One hundred and sixty physicians stated that they 
did not treat cases of venereal disease, and 326 physicians reported no cases under 
treatment. There were, therefore, 352 physicians who were treating one or 
more cases (49 per cent). In similar studies elsewhere from 35 to 50 per cent 
of the physicians in active practice stated that they treated venereal-disease 
patients. 

Included in the Toronto survey were seventeen clinics and institutions. 

In order to facilitate comparison of the findings with those of the three 
previous surveys, the data are presented in similar form in Tables I to X. 

It will be seen from Table I that more cases of both syphilis and gonorrhoea 
are treated by clinics than by physicians. The proportions in the 1943 survey 
were similar to those recorded in previous years. 
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June 1944 


Confidential Enquiry 


VENEREAL DISEASES IN TORONTO 


HEALTH LEAGUE OF CANADA—TORONTO BRANCH co-operating with the 


ACADEMY OF MEDICINE 


A confidential report is requested in order to ascertain the number of cases resident in Toronto having 
Venereal Disease. This report will only be used for a statistical summary in any publication of the results 


of this study. 


1. How many cases of Syphilis have you under treatment or observation? 


SYPHILIS 


EARLY SYPHILIS 
(Within 1 year of beginning of infection.) 


FEMALE 


Under 14 years | Over 14 years 


of age 


Over 14 years | 
of age 


Under 14 years 


of age of age 


2. How many cases of Gonorrhoea have you under treatment or observation? 


GONORRHOEA 


EARLY GONORRHOEA 
(Within 2 months of beginning of infection.) 
FEMALE 


Under 14 years 
of age 


UVoeder 14 years Over 14 years Under 14 years Over 14 years 


of age of age { age of age of age 


Over 14 years 


Over 14 years 


LATE SYPHILIS 
(Over 1 year, including cardio-vascular and neuro-syphilis) 


FEMALE 


Under 14 years | Over 14 years 
of age of age 


LATE GONORRHOEA 


FEMALE 


Under 14 years 
of age 


Over 14 years 
of age 


3. Can you estimate the number of persons under the influence of alcohol at the time of infection? 


4. Can you estimate the number of persons whom you have treated during the last year from whom you have 


ascertained the source of infection? 


Ficure I 


TABLE I 


SYPHILIS AND GONORRHOEA TREATED BY PHYSICIANS AND CLINICS 


TORONTO, 1943 





SYPHILIS 


7 


GONORRHOEA 





Number 

treated 
1248 
3499 


Physicians... .. 
Clinics 





4747 


Per 
cent 


Number 
treated 


737 
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Table II shows the difference in the number of early and late cases treated 
by physicians and clinics in 1943 and indicates again that the clinics now treat 
more cases of syphilis and gonorrhoea than do private physicians. Physicians 
are treating a much larger percentage of early cases of gonorrhoea than are 
clinics. In the 1937 survey 64 per cent of cases of early syphilis were treated by 
physicians, while in the present survey only 46 per cent were so treated. 











TABLE II 


“EARLY” AND “LATE” CASES OF SYPHILIS AND GONORRHOEA TREATED BY CLINICS AND BY PHYSICIANS, 
Toronto, 1943 

















SYPHILIS GONORRHOEA 








EARLY LATE EARLY LATE 
Treated by No. Per No. Per Total Treated by No. Per No. Per Total 
Cases cent Cases. cent Cases cent Cases. cent 















Clinics..... 535 53.6 2964 79 3499 Clinics. .... 303 35.9 555 73.9 858 
Physicians.. 460 46.4 788 21 1248 Physicians.. 541 64.1 196 26.1 737 















5 
So 


1595 







Totals... 995 100.0 3752 100 4747 Totals... 844 100.0 751 1 





Of 4,747 cases of syphilis, only 116 patients (2.4 per cent) were under 14 
years of age, while of 1,595 cases of gonorrhoea only 7 were under 14 years—a 
percentage of 0.4 cases (Table III). There is very little difference in the ratio 
of male and female cases of syphilis under 14 years of age, while there were 7 
female cases of gonorrhoea in this age group. 














TABLE III 


SYPHILIS AND GONORRHOEA BY AGE AND SEX 
Toronto, 1943 








SYPHILIS GONORRHOEA 








Per 
Age Male Female Total cent Age Male Female Total cent 




































Under 14...... 52 64 116 2.4 Under 14...... 0 7 
. 2661 1970 4631 Get B46. 2.6656 2 459 


Totals...... 2713 2034 4747 100.0 Totals. ..... 11 466 1595 100.0 









Of the 4,631 adult cases of syphilis, 2,661 (57 per cent) were males, and 
of the 1,588 adult cases of gonorrhoea 1,129 cases (71 per cent) were males. 
The recorded proportion of males suffering from gonorrhoea is naturally higher, 
as gonorrhoea is often not diagnosed in the female. 

Table III does not show an increase in the incidence of either gonorrhoea 
or syphilis in persons under 14 years of age. In 1943, 116 children under 14 
years were reported to be suffering from syphilis, as compared with 178 in 1937. 
In the previous survey, 45 children under 14 years were suffering from gonor- 
rhoea, as compared with only 7 in the present survey. However, since gonorrhoea 
may now be cured more rapidly, this figure is deceptive. The total number 
reported for the year would give a better idea of the situation. 

Cases of syphilis and gonorrhoea under 14 years of age, according to disease, 
stage of disease and by whom treated, are presented in Table IV. 
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TABLE IV 
SYPHILIS AND GONORRHOEA UNDER 14 YEARS OF AGE ACCORDING TO DISEASE, STAGE OF DISEASE 
AND BY WHOM TREATED, TORONTO, 1943 





SYPHILIS GONORRHOEA 
EARLY LATE EARLY LATE 
Treated by Male Female Male Female Total Treated by Male Female Male Female Total 


Clinics 46 103 Clinics 
Physicians. . 2 < é 5 13 Physicians. . 0 


Totals ... 8 ‘ 44 51 116 Totals ... 0 








As will be seen from Table V, 5,122 cases of both syphilis and gonorrhoea 
were under treatment in 1929, 6,049 cases in 1931, 6,188 cases in 1937, and 6,342 
cases in 1943. The total rate, however, has decreased since 1931. The rate per 
thousand was 8.4 in 1929, 9.7 in 1931, 9.59 in 1937, and 8.7 in 1943. It will 
be seen that the total number of cases of syphilis has increased. The rate has 
risen from 4 to 6.5 per thousand population. The number of cases of gonorrhoea 
has decreased and the rate has dropped from 3.95 to 2.19. The rapid drop in 
gonorrhoea is attributable to the rapid cure of this disease. This means that 
the total percentage of venereal-disease cases under treatment at one time is less. 
The total number of new cases developing in a year is, however, not less. 


TABLE V TABLE VI 


INCIDENCE OF SYPHILIS AND GONORRHOEA, SYPHILIS AND GONORRHOEA AS TREATED BY 

ToronTO, 1929, 1931, 1937 and 1943 PHYSICIANS AND CLINICS, ToRONTO, 1929, 1931, 
1937 AND 1943 
Rate per 1000 

Disease Year Cases Population SYPHILIS GONORRHOEA 
Syphilis. . suse are 2968 4.0 Treated No. Per No. Per 
1931 3514 5.6 by Treated cent 
1937 3639 5.64 ee a ore ae 
1943 4747 6.5 


Treated cent 


Physician. 1929 1286 44 1461 67 
1931 1340 38 1502 58 
1937 978 ‘ 1220 48 
1943 1248 26 737 46 


Gonorrhoea.... . 1929 2154 3.5 
1931 2580 1 
1937 2549 3.95 


‘linics... 1929 1682 56 693 
1943-1595 2.19 Clinics... 1 16 . 


3: 
1931 2174 1078 4: 
1937 2661 : 1329 5: 
Both diseases..... 1929 5122 é ; . ats : 
1943 3499 5 5 
1931 6094 ¢ - ans ’ 

1937 6188 9. 5¢ Totals ... 1929 2968 

1943 6342 8 1931 3514 

Population in 1929: 606,370; 1931: 627,231; 1937: 1937 3639 

654,462; 1943: 726,643. 1943 4747 


Table VI shows that in 1929 a maximum of 44 per cent of the cases of 
syphilis was treated by physicians, as compared with 38 per cent in 1931, 27 per 
cent in 1937, and 26 per cent in 1943. For gonorrhoea the figures are 67 per cent 
in 1929, 58 per cent in 1931, 48 per cent in 1937, and 46 per cent in 1943. There 
has been a trend away from the private physician to the public clinic year by 
year. Seventy-four per cent of all cases of syphilis and 54 per cent of all cases 
of gonorrhoea are now treated in clinics. 

In Table VII data are presented concerning the treatment of syphilis and 
gonorrhoea according to stage of disease and by whom treated. The proportion 
of late cases of syphilis treated by physicians has increased somewhat since 1937. 
Probably improved financial status of the patients is the reason. 
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TABLE VII 


PERCENTAGE TREATED BY PHYSICIANS AND CLINICS 
BY STAGE OF DISEASE, TORONTO, 1929, 1931, TABLE VIII 
1937, 1943 
SYPHILIS AND AND GONORRHOEA BY SEX AND STAGE 


SYPHILIS GONORRHOEA OF DISEASE, TORONTO, 1929, 1937 AND 1943 


Treated 


Year Early Late Early Late 
by Total Early Late Total Early Late 


Physician 1929 829. 70. ‘i 53. 
1929. 44% 46% 43% 67 72% 65% 1937 10. 89. ao 3 
1931. 38 56 33 74 50 1943 19. 80. 

1937. 27 64 23 48 62 41 
: on . 
1943. 26 46 38 46 64 26 1929 68. 

Clinics 1937 + 
1929. 56 54 57 33 28 f 1943 4 qe 
1931. d 44 67 42 26 
1937. d 36 77 52 38 
1943. 54 62 54 36 





The data presented in Table VIII are rather significant. The marked 
increase between 1937 and 1943 in the percentage of cases of early syphilis and 
of gonorrhoea as compared with old cases indicates an increase in the actual 
number of “fresh” cases under treatment. Up to the time of the 1937 survey, 
statistics from the Toronto General Hospital showed a steady decrease in the 
percentage of positive Wassermann tests from patients in the public wards. This, 
with a definite decrease in primary syphilis, was a hopeful sign. However, both 
trends have since been reversed. In 1937, 1.7 per cent of all cases in the general 
wards gave a positive Wassermann, while in 1943 the percentage was 3.4. 
Similarly, the actual number of early cases has increased from 41 in a single 
year, 1937, to 168 in a single year, 1943. 

Table IX shows a steady fall in the number of cases of both syphilis and 
gonorrhoea in children under 14 years of age, as well as a marked increase in 


TABLE IX 


SYPHILIS AND GONORRHOEA BY AGE AND SEX, TORONTO, 1929, 1931, 1937 AND 1943 





SYPHILIS GONORRHOEA 


Age Male Female Total Age Male Female Total 


Under 14 Under 14 


1929 ¢ ; ts <a 
1931 3 5 eee 
1937 

1943 

Over 14 

1929 

1931 

1937 

ee 


an 


ow 


two Nm oO 


Totals 
POE. wees 
1931 1985 . C 1429 


2075 : 1685 
2713 
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syphilis in adults. Part of this increase may be due to the increased use of the 
Wassermann test, but there is also a marked increase in the amount of fresh 
syphilis, as has been shown in another table. 

It will be noted from Table X that since the last survey both early and late 
syphilis have decreased in persons under 14 years of age. 


TABLE X 


SYPHILIS AND GONORRHOEA UNDER 14 YEARS OF AGE, ACCORDING TO DISEASE, STAGE OF DISEASE 
AND BY WHOM TREATED, TORONTO, 1929, 1931, 1937 AND 1943 


SYPHILIS GONORRHOEA 





Treated EARLY LATE Treated EaRLy LATE 
by Year Male Female Male Female Total by Year Male Female Male Female Total 
Clinics... 1929 18 22 42 50 132 Clinics... 1929 1 a 37 
1931 20 16 40 46 22 1931 3 56 
1937 10 3 63 64 0 1937 y 29 
1943 6 41 46 103 1943 2 2 








Physician. 1929 16 14 38 Physician. 1929 
1931 i 13 12 38 1931 
1937 4 2 9 38 1937 
1943 2 F 3 5 13 1943 





Totals ... 1929 23 26 58 64 170 Totals ... 1929 4 
1931 ‘ 22 54 57 160 1931 + 
1937 15 70 73 178 1937 1 
1943 8 13 44 51 116 1943 0 


The influence of alcohol_—An attempt was made in this survey to ascertain 
the number of persons under the influence of alcohol at the time of infection. 
Sixty of the 352 physicians who reported cases under treatment stated that none 
of their patients had been under the influence of alcohol; 160 could not estimate 
the number; 86 estimated that alcohol had been used by a total of 183 cases; 
17 estimated that from 25 to 100 per cent of their cases had used alcohol; and 
29 did not reply. 

Sources of infection—The 352 physicians were also asked the number of 
persons treated during the last year from whom they had ascertained the sources 
of infection. Ninety-seven estimated a total of 249 cases; five estimated from 
15 to 75 per cent ; 203 stated that no attempt had been made to obtain the informa- 
tion; and 47 did not reply. 


SUMMARY 


The total number of cases of syphilis and gonorrhoea reported in the 1943 
survey was 6,342 in an estimated population of 726,634, a rate of 8.7 per thou- 
sand. The previous survey showed that in May 1937 there were 6,188 cases in 
an estimated population of 645,462, a rate of 9.59 per thousand. This means 
that the total rate, estimated on a basis of cases actually under treatment at one 
time, has gone down. If, however, an estimate is based on actual venereal disease, 
one finds a different picture. The total number of early cases of syphilis reported 
was 909 in 1929, 373 in 1937, and 995 in 1943. The number of late cases 
reported in 1929 was 2,059 and this increased to 3,266 in 1937 and to 3,752 in 
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1943. In short, there seems to have been an increase in both early and late 
syphilis. The increase in early syphilis between 1937 and 1943 amounts to 167 
per cent. 

Gonorrhoea has decreased from 2,144 cases in 1937 to 1,595 cases in 1943. 
In other words, there appears to have been a decrease of about 25 per cent. This 
is, however, not a real decrease. Many cases of gonorrhoea are now cured 
within about ten days, and this means that cases which began treatment two 
months previous would not be on the physicians’ books at the time the survey 
was made. The only means of discovering the total number of cases would be 
to procure figures on the total number of cases treated in the year. 

The routine Wassermann figures in the Toronto General Hospital show an 
increase from 1.7 per cent in the 1937 survey to 3.4 per cent in the present survey. 

It appears to be evident that there has been an increase in syphilis of all 
types. Most serious is the increase in early cases—in recently acquired syphilis. 
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A Nutrition Survey in East York Township 
III. Repetition of Dietary Studies After Two Years 


HELEN P. FERGUSON anp E. W. McHENRY 


School of Hygiene, University of Toronto 


N the winter of 1941-42 a nutrition survey on 546 students was carried out 
in the Collegiate Institute of East York Township (1); this survey included 
procurement of dietary records for one week, detailed physical examination with 
the securing of a medical history, a dental examination, and several tests for 
individual deficiencies. Most of the dietary records were obtained in January, 
1942, at which time practically no rationing of foods was in operation. With 
the kind permission of the East York Board of Education and through the 
co-operation of Mr. H. T. Donaldson, Principal of the Collegiate Institute, 
it was possible to secure in January, 1944, dietary records from those students, 
originally examined two years previously, who were still in the school. At the 
time of the second study the following foods were rationed: meat, sugar, canned 
fruits and preserves, butter, tea and coffee; other foods, such as canned grape- 
fruit juice, available in 1942, were unobtainable. On the other hand, considerable 
attention to nutrition education had been given in the school and in the com- 
munity in the intervening two years. A comparison of food intakes in 1942 
and 1944 seemed advantageous. 
Food records were obtained as in 1942. Students were asked to record, 
in small booklets which were provided, all foods used during one week, with a 
description of the sizes of servings. Emphasis was placed on inclusion of 
foods taken between meals. Complete records were secured from 75 students. 
The age and sex distribution of the students whose records were obtained 
are shown in Table I. 
TABLE I 


AGE AND SEX DISTRIBUTION OF STUDENTS 
IN SECOND SURVEY 
Age Girls Boys 


14 4 1 
15 13 6 
16 12 20 
17 8 8 
18 3 0 


40 35 


The records of food intake were transferred to special forms for the 
calculation of nutritive values. Figures for food composition were the same 
as previously employed so that comparison could be made. Absolute values 
of different nutrients were assessed for “adequacy” by expression as percent- 
ages of the daily allowances of the U.S. National Research Council, as approved 
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for use in Canada by the Council on Nutrition. As before, “adequacy” has 
been graded as excellent if 90 per cent or more of the standard; good, 80-90 
per cent; fair, 70-80 per cent; poor, below 70 per cent. The composite value 
of the food consumption was evaluated in terms of a “diet score”, calculated as 
previously reported (1). Table II shows the evaluation of “adequacy” for 


various nutrients in the two surveys. 
TABLE II 


GRADING OF NUTRITIVE VALUE OF Food CONSUMPTION 
(Figures given are percentages of number of girls and boys) 


A. Girls 














Fair | Poor 





| Excellent | Good Fair | Poor Excellent | Good 




















Cplonees so 2 isin 42 So ee a ee 72 | 20 2 5 
ou, ee 80 | 24 2 5 85 5 | 5 | 5 
Commi... <<<. 50 > a oe > fe ee 70 | ie | a | 20 
NS 3. sorsivek care 52 } 25 | 15 8 | 62 ae TT Be) @ 
Vitamin A...... 88 2 2 | 8 | 80 | 12 | St ae 
Oe ee 15 8 25 | 52 25 : ae See ee 
Riboflavin... .... 70 i.) Rt 8 72 8 10 | 10 
Ascorbic Acid... . 5. 5 32 62 | 20 |} 15 18 48 
Diet Score...... 18 52 25 5 28 65 ais 
B. Boys 
1942 1944 








Excellent | Good Fair Poor Excellent | Good | Fair | Poor 














Catlostes. 0.5.2 63 : me 4 8 | 8 66 | @ i} li . 
Protein. ........ 88 6 | 6 ea, Len 97 eee idee 3 
CMON. 9.0010. 51 23 17 8 88 m8 tes 6 
eee eee 83 3 14 oe 97 su. 3 ~~ 
Vitamin A...... 91 8 86| 3 Zs 6 ae Soe ‘ 
RUOEE. occ nee 14 | S- 1 i 63 20 8 26 | 46 
Riboflavin....... 54 : a. fF “ee 6 | 71 ll 8 | 8 
Ascorbic Acid... 8 17 | 6 | 68 20 | 17 | 1 | 51 
Diet Score...... 20 66 | 14 ae 20 77 =| 3 


In commenting upon the results of the first survey the following statements 
were made: “In both girls and boys the most striking findings were the low 
consumption of foods containing thiamin and ascorbic acid. Intakes of protein, 
iron and vitamin A were reasonably high, although the supplies of iron secured 
by girls were less than in the case of boys. Amounts of calcium and of ribo- 
flavin were fair.” These comments were equally true for the portion of the 
group used in the second study. In making comparisons of the two surveys 
it should be made absolutely clear that the gradings shown in Table II are 
evaluations of intakes in terms of recommended daily allowances which are 
authoritatively accepted as optimal intakes, suitable for the individuals studied. 
On the basis of such an assessment the girls had food supplies definitely better 
with respect to calories, calcium, iron, thiamin, ascorbic acid and composite 
diet score and showing little or no change with regard to protein, vitamin A 
and riboflavin. Similarily the boys showed marked improvements in calcium, 
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iron, ascorbic acid and composite diet score, slight improvement in calories, 
vitamin A, thiamin and riboflavin, and no change in protein. As an example 
of the apparent improvement, none of the girls in 1942 had supplies of ascorbic 
acid graded as excellent, while in 1944 twenty per cent of the girls had excellent 
intakes of this vitamin. The comparison which has thus been made, in terms 
of recommended allowances, indicates an improvement in dietary habits but 
this improvement must be considered in terms of differences in recommended 
allowances for different age groups and in terms of actual intakes of the 
different nutrients. 

Table III shows the recommended allowances for girls and boys of the 
ages included in these surveys. 


TABLE III 
RECOMMENDED DIETARY ALLOWANCES 


From Circular No. 115, National Research Council, Washington, Jan., 1943 





| | ; 
Calories | Protein | Calcium| Iron Vitamin A} Thiamin} Riboflavin — 
| | | AACcl 


| 
Children | | | 
10-12 yrs. | : 2g. | 12 mg.| 4,500 I.U.| 1.2 mg. 
Girls 
13-15 yrs.| 2,800 | ; 15 5,000 1 
16-20 yrs.| 2,400 | i 5,000 | 1 
Boys 


A ‘ 80 
2 , 80 
90 


13-15 yrs.| 3,200 | 8 me | 1 5,000 1.6 


16-20 yrs.| 3,800 | | 1. | 1: 6,000 2.0 . 100 


It is hardly necessary to point out that the students were two years older 
in 1944 than in 1942, except to emphasize that this change in age requires 
the use of recommended allowances which are quite different, in most cases, 
from those used for the same students in the first survey. Reference to 
Table III shows the changes in allowances for different ages. Recommended 
allowances for girls of 16 and 17 are much lower in calories, and slightly less 
for protein, calcium, thiamin and riboflavin than for girls of 14 and 15. Twenty 
of the girls (50 per cent) thus had decreased standards in the second survey. 
On the other hand, most of the recommended allowances for boys increase as 
the age shifts from the 13-15 group to that of 16-20. These changes in recom- 
mended allowances necessitate consideration of the absolute values for the 
various nutrients. These values are given in Table 1V as averages for girls 
and boys in both surveys. 

Inspection of the data in Table 1V shows that both girls and boys on 
the average had definitely greater supplies of ascorbic acid in the second study. 
This constitutes a significant improvement. The boys had larger intakes of 
total food, calculated in calories, and of protein; this is in keeping with the 
generally recognized increase in need of older boys. On the other hand, girls 
are assumed to need less food after the age of 15 and the recommended 
allowances are constructed on this basis. Half of the girls had moved from 
the younger to the older age group but showed no diminution in calories nor 
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TABLE IV 


AVERAGE INTAKES OF NUTRIENTS 














Girls Boys 
Nutrient — etc ee ee ee 

1942 1944 1942 1944 
ONIOE 5 os ca ctanasasokn 2,454 2,540 3,032 3,599 
PEE es i ie nc Se eae 81 g. 80 g. 95 g. 110 g. 
CUR. 5 6c. as bie earns 1.1 g. 1.2 g. 1.4 g. 7 @. 
NA as tues Rnnee a 14 mg. 14 mg. 18 mg. 20 mg. 
WORE TR oc chia aanue sid 7,870 I.U. 6,070 1.U. 10,820 I.U. 10,580 I.U. 
ER iS cs lajs oo peau 0.9 mg. 1.0 mg. 1.1 mg. 1.4 mg. 
RS Fe cage eal Pats 2.0 mg. 2.1 mg. 2.3 mg. | 2.9 mg. 
Aacorbie Act... 266s. 46 mg. 56 mg. 52mg. | 68 mg. 





in protein. If appetite is a manifestation of need for food, it had apparently 
not decreased. One may question whether recommended allowances are correct 
in providing for a sharp reduction in calories for girls over 15. Both girls and 
boys showed slight increases in supplies of calcium, thiamin and _ riboflavin. 
In the case of the girls there was a definite reduction in the average intake of 
vitamin A but the figure is still well above the recommended allowance. In 
the case of iron the average intake of the girls was unchanged and that of 
the boys slightly increased. 

It is of interest to consider changes in the consumption of particular foods. 
This information is shown in Table V. 


TABLE V 


CHANGES IN CONSUMPTION OF CERTAIN Foops 


Girls 
Food ee es ee _ 


1942 1944 


Boys 


1942 1944 














| 
| 
| 
| 


Bread, ordinary white 79g. (3.2slices)| 77g. (3.1 slices)| 104 g. (4.2 slices)|121 g. (4.8 slices) 
Bread, Can. Approved 





SONS orcs cate tag not recorded 26 g. (1 slice) not recorded | 27 g. (1.1 slices) 
Bread, brown........ 24 g. (1 slice) 27 g. (1.1 slices)|| 37g. (1.5slices)) 46 g. (1.8 slices) 
Bread, total......... 103 g. (4slices) | 130g. (5.2 slices)|| 141 g. (5.6 slices)|194 g. (7.7 slices) 
Firs SFU... 5 snes 56 g. 76 g. 40 g. | 71g. 

i, OO 597 g. (1 pt.) 663 g. (1.1 pts.) |842 g. (1.4 pts.) 
Ns cate 113g. 102 ¢. 113 ¢. 1127 g. 





While both girls and boys used more bread in 1944 than they did two years 
previously, the proportion of brown bread showed no increase. It is notable 
that the girls increased the consumption of citrus fruits by 35 per cent and 
the boys by 76 per cent. This is the principal reason why the ascorbic acid 
intakes showed an increase. It should be noted that a government subsidy to 
lower the retail cost of citrus fruits was in effect in January, 1944, but not 
in 1942. The milk consumption of the girls was practically unchanged, while 
that of the boys showed an increase of 27 per cent. The consumption of meat 
is of particular interest because meat rationing was in force in 1944 but not 
in 1942. The meat consumption of the girls showed a slight decrease (10 per 
cent) ; that of the boys was increased 14 per cent. It should be noted that 
the intake of total protein among the girls was unchanged from one survey 
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to another, that of the boys increased, but in both cases the supplies of protein 
were above recommended allowances. Meat rationing at the level in force in 
Canada did not cause a reduction in protein supplies to this group and from 
the viewpoint of nutrition had no effect. 

On the basis of recommended dietary allowances the girls included in this 
study showed improvement in supplies of all examined nutrients except protein, 
vitamin A and riboflavin. Some of these apparent improvements were due to a 
reduction in the allowances for older girls. The increase in ascorbic acid was 
an actual improvement. While current nutritional recommendations assume 
that girls of 16 need less calories, protein, calcium, thiamin and riboflavin 
than do girls of 15, it is debatable whether these recommendations can be 
justified by scientific evidence. Certainly, the girls themselves had not reduced 
their intake. This is significant, especially since most teen-age girls have a 
desire to be slim. The boys not only increased the total intake of food but 
definitely improved the nutritional quality of the food. The average food supplies 
of both boys and girls were more satisfactory in 1944 than in 1942. It can 
be said with certainty that food rationing, as it existed in Canada in January, 
1944, had no adverse effect upon the nutrition of this group. 

While definite evidence cannot be advanced, it seems likely that the 
improvements observed in the diets of this group of adolescents were due 
partially to education in the school and in the community. It should also be 
pointed out that an improvement in economic conditions, making more money 
available for the purchase of food, was probably an important factor. Increased 
earning power of families in conjunction with a well-maintained price ceiling 
on food was undoubtedly a factor in the improvement. 


SUMMARY 


A re-examination has been made of the food intakes of 75 students on 
whom a nutritional study was carried out two years previously. Evaluated in 
terms of accepted dietary recommendations, both girls and boys showed 
marked improvement. In most cases there had been changes in standards 
because of alterations in age; standards for one half the girls were decreased, 
while those for most of the boys had increased. On the basis of foods actually 
used, girls showed little change except an increase in ascorbic acid. The 
actual intakes of the boys were markedly increased in calories, ascorbic acid 
and in other nutrients. Rationing had not caused any deleterious effect upon 
the food supplies of this group. It is believed that the improvements which 


were found were due to educational efforts and to a bettering of economic 
conditions. 


This investigation was greatly assisted by a grant from the International 
Health Division of the Rockefeller Foundation. 
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— health nursing service was introduced into the Normal Schools of 

Saskatchewan in 1918. At that time there was in the province just one 
Normal School, at Regina. When, a few years later, a second Normal School 
was opened in Saskatoon, a nurse was included on the staff of the school. In 
1927 the third Normal School was opened in Moose Jaw. By this time the 
school health service in the Normal School was well established. 

One important objective of any teacher-training institution should be the 
selection of students without physical handicap. In Saskatchewan, each prospec- 
tive Normal School student is required to present, upon application for admission, 
a medical certificate of health and physical fitness. This plan is becoming 
increasingly more effective as doctors realize their responsibility and duty, not 
only to the individual but also to the teaching profession. 

Immediately after admission to the school, each student is interviewed by 
the nurse. In this interview the nurse learns of the living arrangements of the 
student and his history of immunization and illnesses. She estimates as 
accurately as possible the present health of the student, checking throat, teeth, 
vision, etc., and testing hearing, using the audiometer. Where it seems advisable, 
students may be asked to have a further medical examination, as mentioned 
in a preliminary letter sent to them by the Department of Education with their 
letters of admission. As the Normal School staff does not include a doctor, the 
student consults one of his own choice and bears the expense. Every endeavour 
is made to have all remediable defects corrected as early as possible and certainly 
before the close of the year. Following the health inspection, immunization also 
is undertaken where necessary. 

Some assistance toward defraying the expenses of the correction of defects 
is given a limited number of students. This is made possible through the 
generosity of a retired Saskatchewan teacher. While this assistance is given 
only to the most needy students, over a period of several years many have been 
assisted in securing glasses, dental corrections, etc. Students who accept this 
assistance understand that the fund is not unlimited and the majority have been 
sO appreciative that they have chosen to accept it merely as a loan in order that 
future students may benefit in a similar manner. 

In one of the Normal Schools of the province the health service is assisted 
by a Mutual Benefit Society licensed by the provincial government. Any student 


Presented at a session of the Public Health Nursing Section held during the wartime 
conference and thirty-second annual meeting of the Canadian Public Health Association, 
held in the Royal York Hotel, Toronto, on October 4 and 5, 1943. 
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in attendance is eligible for membership upon the payment of a fifty-cent fee 
each term. From this fund claims are paid at the end of the term, when approved 
by the executive of the society. Legitimate claims are charges for hospitalization, 
X-ray, etc. Medical fees are not included. 

Health supervision of the students includes home visits in case of illness. 
Many young students are away from home for the first time. The nurse often 
is able to give assistance in securing medical attention as well as in arranging 
for the nursing care of the patient. 

Home visits afford some opportunity for becoming acquainted with the 
housing conditions of the students. In the Normal Schools of this province, 
where there are no school residences, an attempt is made to assure suitable 
living accommodation. New addresses suggested are investigated before being 
added to the approved list. However, as complete control over this phase of 
the student life is not given the school, this service is not always used to the 
greatest advantage. The comfort and happiness of the student in the boarding- 
house is an important factor in the health service of the school. 

The teaching of health in the Normal School includes instruction in the 
following phases of a school health program: the health of the teacher, the 
maintenance of a healthful and attractive school environment, the health of 
children, and the interpretation of the courses in health as suggested in the 
curriculum of the elementary school. One year ago, the Normal School year 
was reorganized into quarters of twelve weeks each. The work is classified 
under the headings of compulsory credit courses, non-credit courses and optional 
additional courses in each quarter. Certain phases of teacher training are 
dealt with in one quarter of the year. Others are completed in two quarters. 
Health, however, is allowed an equal amount of time in each quarter and is a 
compulsory credit course. 

The health program in the Normal School should serve as a practical 
demonstration of the school health program which the student teacher may carry 
over into her own work. For example, the entire staff co-operates in an 
endeavour to make surroundings in the Normal School a practical demonstration 
of the healthful school. In addition to this, a demonstration rural school-room 
is set up by various classes, illustrating what can be accomplished in different 
circumstances, often with limited equipment and financial expenditure. 

The instructor of health, who in the case of the Normal Schools in Sas- 
katchewan is the nurse, assists students in the development of enterprises growing 
naturally out of health discussions or situations. She also assists with the 
research and development of health phases which arise in other topics. For 
example, not long ago at a class on the natural resources of Canada, the mining 
of pitch blend was mentioned. The students came to the health class with 
questions which resulted among other activities in the reading of the biography 
of Madame Curie, the showing of a film on her life, and a visit to the cancer clinic. 

The student teachers of the schools of this province spend some time in 
practice teaching in rural schools and also in the city schools. During this 
time the instructors visit the students in order to observe them in the actual 
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classroom situation. The nurse shares equal responsibility with other members 
of the staff in this duty of critic instructor. 

It may appear that I have over-emphasized some details in the technique 
of teaching in preceding paragraphs. This I have done intentionally, in an 
endeavour to stress the fact that the nurse must also be a teacher. The health 
service of the school must not be over-emphasized to the detriment of health 
instruction. In order to prevent this, the nurse must be a teacher who is 
keeping up to date with the newest educational developments. She must be 
prepared to take her place with the instructors in any of the other fields. She 
must have ample time for instruction, demonstration and supervision. She is 
a specialist in her field and should be allowed full time for her position as 
health adviser and instructor. 

While first aid is listed as a special subject or activity in the Normal 
School curriculum, considerable emphasis is placed upon it by the Department 
of Education and also by the school board engaging a teacher. The course of 
the St. John Ambulance Association is taught and students who qualify receive 
the senior first-aid certificate. Home nursing is an optional class but each 
year large numbers of students elect to take this course. 

During the past few years, conferences of superintendents of schools and 
instructors in Normal Schools have been arranged by the Department of 
Education. These conferences, I believe, are playing a very important part 
in securing better results in health programs of rural and town schools. The 
Normal School instructor has been given an opportunity to see the problems 
from the point of view of the person in the field. Superintendents, on the other 
hand, become more aware of the instruction given in the Normal School and 
know what should be expected of the teacher in carrying out a well-balanced 
school health program. The value of conferences of health instructors of the 
different Normal Schools has also been clearly shown. 

It must be pointed out that the emergency of the war years has altered 
somewhat the satisfactory execution of the work of the Normal School in 
health as well as in all other fields. The demand for teachers, far in excess 
of the supply, has meant a reduction in the time spent in the Normal School. 
However, this emergency need not be enlarged upon, as it has been experienced 
in all provinces. 

While those interested are not complacently satisfied with all aspects of 
health work in the Normal School, nevertheless it is felt that the program has 
much to commend it and that it has made a valuable contribution to the life of 
the province. 
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THE PRESENT STATUS OF NATIONAL HEALTH INSURANCE 


ie May the Deputy Ministers of Health met in conference with the Honourable 

Ian Mackenzie to review the present plan of national health insurance. The 
Honourable Mr. Mackenzie outlined the principles which have been followed in 
formulating the plan and the ten main objectives of the Health Insurance Bill: 
(1) the reduction of morbidity and mortality and the creation of positive health ; 
(2) the provision of medical care for all; (3) the protection of families against 
the hazard of illness; (4) the eradication of tuberculosis and venereal diseases 
and the reduction of mental illness, heart disease, arterial disease, nephritis, 
diabetes, cancer, and diseases of middle life; (5) a vigorous and effective attack 
on the causes of sickness and death; (6) the protection of motherhood and child- 
hood; (7) the extension of public-health services throughout the country; (8) 
the expansion of hospitals, sanatoria, laboratories, health units and health centres ; 
(9) the integration of public health and medical care; and (10) the provision, 
for everyone, of the services of the general practitioner, the consultant, the 
specialist, the surgeon, the nurse, the hospital, and the dentist. 

The conference was necessarily restricted to informal discussion of the Bill, 
since it will not be possible to deal with the cost of health insurance and the 
method of meeting the cost until a conference of Dominion and Provincial 
authorities is held later this year. It is hoped that at that time the whole question 
of financial and constitutional relationships of the Dominion and the Provinces 
will be reviewed. As in 1943, the Deputy Ministers of Health again endorsed 
the principle of national health insurance and stressed the importance of pre- 
ventive medicine and public health in its development. 

The situation, therefore, is that national health insurance has been endorsed 
in principle and the Provinces have before them proposals which have been 
thoroughly studied by the medical, dental and nursing professions and public 
health authorities who are concerned with the rendering of the essential services, 
and by Parliamentary representatives of all parties. Until the Dominion- 
Provincial conference is held, it will not be possible to forecast the extent of the 
progress that may be made in the immediate future. 
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Abstracts 


Prognostic Value of Laboratory 
Investigations in Typhoid Fever 

PERSONS interested in typhoid fever, either 
from the clinical or laboratory side, should 
read this article in full. While the main 
emphasis is on prognosis there is much that 
bears on diagnosis as well and to some extent 
also on treatment. Clinical and laboratory 
observations on 280 cases of typhoid fever 
form the basis of the study. These cases 
appeared to fall into 6 subgroups. The first, 
called the “‘simple type’’, presented the text- 
book picture of the disease and was uncompli- 
cated. The course of the illness was defi- 
nitely shortened and modified by previous 
T.A.B. vaccine. Isolation of the organism 
by blood culture was infrequent due to the 
brief bacterizemia in such cases but it was 
recovered regularly from the urine or faces 
or both during the second, third or fourth 
week. Tests for agglutinins were satis- 
factory, both O and Vi tests being positive. 
The early appearance of Vi antibody to a 
reasonable titre (50-250) and its maintenance 
for several days appeared to indicate a 
favourable prognosis. 

The second or ‘‘ambulatory type’ com- 
prised those who had been definitely ill for 
some time but attempting to carry on. 
There were 32 such cases and all died. The 
high mortality appeared to be connected 
with the absence of rest and the use of anti- 
pyretics in the ambulatory stage of the 
disease. Vi antibodies. were never found in 
these cases at any time and O antibody titres 
when present were suggestive only, and not 
definitely Isolation of the 
typhoid bacillus was made only at autopsy. 

A group of 27 cases formed the ‘‘toxic 
type’. These were characterized by a toxic 
state in the first week and a very high O titre 
with absence of Vi agglutinins. Typhoid 
bacilli were present in the blood in the first 
week but were not excreted in the later 
stages. Twelve cases recovered and in these 
it was noted that preceding recovery the O 
titre dropped, Vi agglutinins appeared and 
the urine and faces were flooded with typhoid 
bacilli. The high titre of O antibody 
appeared pathological while once again the 
appearance of Vi antibody was prognostically 
favourable. 


diagnostic. 


The fourth group, 19 cases, is called the 
“prolonged pyrexia type’, the outstanding 
feature being the duration of the fever. 
Blood urine and feces cultures were positive 
and the illness came to an end only when a 
sustained Vi titre was present, either natural 
or artificially provided. 

The “embolic type’’ consisted of 73 cases 
which were characterized by abnormal! local- 
ization of the infecting organism giving rise 
to bronchopneumonia, specific meningitis or 
a severe form of melena. Blood cultures 
were positive not only in the first week but 
also on into the second and third. Urine 
and feces cultures were positive. O aggluti- 
nins showed little rise and only in the 4 cases 
which recovered naturally did Vi antibodies 
develop. 

The “relapse type’, 18 cases or 6 per cent 
of the total, revealed some unusual laboratory 
findings such as a positive blood culture late 
in the disease after previous negative cultures 
and a discrepancy between the temperature 
and Vi agglutinin level. It is suggested that 
blood cultures and agglutination tests in the 
later stages of typhoid infection might be 
used to forecast a relapse. 

Some of the difficulties and irregularities 
in the laboratory diagnosis of typhoid fever 
are explained by this study. The use of 
laboratory tests as a means of prognosis and 
selection of cases for specific serum therapy 
marks a new advance. 

S. S. Bhatnagar, B.M.J., 1944, March 25, 
p. 417. 


Convalescent Serum Against Measles 


Tuts article records observations on the 
use of measles convalescent serum in an 
epidemic in Iceland in 1943. Serum was 
collected from adults early in convalescence 
and after pooling and passing through Seitz 
filters was administered to contacts in doses 
of 1 cc. per year of age but with a minimum 
of 2 cc. and a maximum of 20 cc. Reports 
were obtained on 203 persons who received 
serum and of this number 61, or 30 per cent, 
developed measles and 139, or 70 per cent, 
remained symptomless. However, as several 
of these fell ill the day following the adminis- 
tration of the serum and at least 16 within 
ten days of injection, the results are actually 
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better than the figures indicate. 
were more common in adults and older 
children. The in those who had 
received serum was strikingly modified, the 
average highest temperature being appreci- 
ably lower and the average duration of fever 
less than half that of a control group. A 
very favourable effect was noted also on the 
development of 


Failures 


disease 


complications. Adminis- 
tration of the serum late in the incubation 
period and even in the catarrhal stage gave 
convincing evidence of beneficial effect. 
Suggestive evidence was obtained of thera- 
peutic value for the serum. 

Analysis of the times of onset in those who 
developed after receiving serum 
strongly suggests that under these conditions 
the incubation period may be prolonged up 
to 35 days. 


measles 


Niels Dungal, J.A.M.A., 1944, 125: 20. 


An Improved Method of Demonstrating 
Ova of Enterobius Vermicularis 


ScotcH tape strips about 2) inches long 
and 3? inch wide are held firmly to the anus 
by holding the tape, with the adhesive 
surface exposed, over the closed end of a test 
tube with the thumb and forefinger. The 
tube should be rocked back and forth or 
from side to side. A smear is then obtained 
by applying the adhesive surface of the tape 
to an ordinary glass slide and ironing it out 
smoothly with the closed end of the test tube. 
This method is said to demonstrate the ova 
with high regularity, in large numbers and 
without long periods of searching. 

Frederick H. von Hofe, J.A.M.A., 1944. 
125: 27. 


Vaccination Against Whooping-cough 


THE results obtained from the use of 
pertussis vaccine as reported in this paper 
are of interest chiefly because of the adverse 
conditions under which it had to be em- 
ployed. Whooping-cough, in Iceland, appears 
in epidemic form about every 7 years and 
spreads country-wide. Demand for vaccine 
then becomes very heavy and is used to abort 
an epidemic rather than anticipate the 
disease in endemic or epidemic form. The 
production capacity for vaccine is unable to 
keep pace with the demand so that the 
product is standardized at 8,000 million 
organisms per cc. instead of 10 to 20,000 


ABSTRACTS 


251 


million as ordinarily, and administered in 
doses of 0.5, 1.0, 1.0 and 1.0 cc. four to seven 
days apart. In other words, the total dosage 
administered is only 28,000 million organisms 
instead of 80 to 120,000 ‘million and the 
inoculation period appreciably shortened. 
Vaccination was considered complete one 
week after the fourth injection. 

Out of about 5,000 children vaccinated in 
Reykjavik, reliable reports were obtained 
on 888. Of this number 118 fell sick before 
vaccination was completed. A control group 
of 122 unvaccinated children were investi- 
gated for comparison. In spite of the 
inadequacy of the vaccination, as noted 
above, 28.3 per cent’ of the vaccinated 
escaped whooping-cough as compared with 
4.9 per cent of the unvaccinated and only 
22 per cent had medium-to-grave disease in 
contrast to 46 per cent in the control group. 
Results in the partly vaccinated group (118 
children) fell in between the 2 others. The 
rate of fever and pneumonia was lower and 
the duration of the disease somewhat short- 
ened (18 per cent) in the vaccinated children. 
Owing to the special conditions in Iceland, 
exposure of children to whooping-cough was 
almost universal. 

Niels Dungal and others, J.A.M.A., 1944, 
125: 200. 


Treatment of Asiatic Cholera with 
Sulfaguanidine 


TWENTY-TWO patients, ranging in age from 
6 to 70 years, with typical signs and symptoms 
of cholera were treated with sulfaguanidine. 
The only other treatment consisted of as 
much water as possible by mouth and the 
administration of cardiac stimulants. 
ment commenced from 4 to 24 hours after 


Treat- 
onset. Clinical improvement was _ noted 
within 3 to 4 hours after taking the drug and 
within 8 hours cultures for cholera vibrio in 
the stool were negative. In this series only 
1 patient died, the others making a speedy 
recovery. In various clinics where older 
methods of treatment were followed the 
mortality rate ranged from 20 to 60 per cent. 


Joo-Se Huang, J.A.M.A., 1944, 125: 23. 


Feeding the Worker 

THE growth of the science of nutrition has 
awakened a keen interest, among both 
physicians and the laity, in the knowledge of 
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true food values. In this article the author 
discusses nutrition as an important aspect of 
industrial health, a responsibility of the 
industrial physician working in collaboration 
with management. He stresses the impor- 
tance of educating workers in the value of 
proper foods. 

Reference is made to the experiment in 
England when the ‘Oslo Meal” was intro- 
duced. This experiment demonstrated the 
practicability of an attempt to change the 
eating habits of the war worker by a system 
of simultaneous education, economy and 
provision. 

Recommendations to industry by leading 
industrial physicians in the United States 
cover the following points: 

1. Education of the worker regarding an 
adequate diet and its benefits. 

2. Education of the worker's family as to 
planning and preparation of nutritious meals, 
including the lunch he will carry to work. 

3. Provision of nutritious foods at the 
plant. 

4. Co-operation 


with local 


owners to provide nutritious foods under 


restaurant 


sanitary conditions. 

5. Making nutritious food available at low 
cost, at plant and in local restaurants. 

6. Education of worker to spend sufficient 
money to receive an adequate dict at all 
times. 

Victor G. Heiser, N.Y. State J.M., 1943, 
43: 2168. 


Senescence and Industrial Efficiency 
THE increased longevity of the population 
demands solution of the general social prob- 
lems created by increasing age. The more 
effective utilization of individuals in later 
maturity is of immediate concern to industry, 
not only in relation to the present war 
but in preparation for future 
The development of 
will require the co- 


emergency 
industrial conditions. 
their 
operative efforts of the best skills of personnel 
industrial 


potentialities 
management, of medicine, of 
educators, and 
conversant with the problems of senescence. 

In this article the author discusses in detail 
some of the more significant of the phenomena 


of physicians particularly 


of senescence and their effects upon industrial 
efficiency. He that 
part of aging which occurs after the peak of 
full maturity and then presents his views 


defines senescence as 
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under the following headings: need for 
knowledge, responsibility of leadership, what 
aging does, industry’s concern, losses in work 
efficiency, specific problems in employment 
of senescents, selection, accident hazards, 
placement, emotional hazards, boredom, 
inadequate promotion, excessive promotion, 
climacteric, retirement, key personnel, rela- 
tivity of health, constructive medicine, 
toward optimum effectiveness, and limi- 
tations. 

He stresses the importance of developing 
the latent capacities of those aging who repre- 
sent an immense potentiality of useful and 
creative accomplishment, and the importance 
of efforts to improve their physical health 
and effectiveness. In all fields-—industry, 
science, government and education, it is the 
seniors who carry the greatest burden of 
responsibility, and their health maintenance 
is an integral and essential part of industrial 
medicine. 

Edward J. Stieglitz, Proceedings of the 
Industrial Hygiene Foundation of America 
Inc., Pittsburgh, Novemver, 1943. 


Conduct of a First-Aid Room in a 
Small Plant 

In this 

relation 


article the author stresses the 
between the management of the 
first-aid room and the maintenance of co- 
operation between industrial and personal 
physicians. A first-aid room should treat 
only the most simple of ailments. Every 
person complaining of illness, who applies 
to the plant physician for advice, should be 
given such advice and immediately referred 
to his or her personal physician. It should 
be understood definitely by the personnel in 
charge of the first-aid room that every person 
has the privilege of calling or seeing his or her 
own family physician at any time. 

The attitude of the nurse in charge to the 
patient and to the physician is important. 
Her activities in the line of treatment must be 
confined strictly to those for which she is 
employed. 

Recommendations are given for location of 
the room, size, lighting, sanitary facilities 
and equipment. Reference also is made to 
the use of safety posters and of a card showing 
the basic features of the Workmen’s Compen- 
sation Act. 


Stanley Sprague, Indust. Med., 1944, 13: 50. 





